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Microassay of Whole Blood For Poliomyelitis 
Neutralizing Antibodies 


LEONE N. FARRELL,' M.A., Ph.D., D. B. W. REID, M.A., M.Sc., 
ELOISE E. JONES,’ B.Sc., M.D., C.M., and J. P. JACOBS,‘ M.A. 


N order to facilitate field studies of poliomyelitis antigens, especially in 

infants and young children, the paper disc technique for assay of neu- 
tralizing antibodies in serum (1) has been adapted to the use of small volumes 
of whole blood. A sample of 0.2 ml. blood obtained by simple puncture of 
heel or finger suffices for duplicate estimations of each of the three recognized 
immunological types of poliomyelitis antibody. 

This report describes the procedures used successfully to collect, transport 
and assay specimens of whole blood. Typical results, expressed in terms of 
British Standard Units (2), are correlated with results of colorimetric titration 
of serum obtained by venipuncture of the same individuals at the same 
time. The precision and sensitivity of the method are shown. 


TECHNIQUE 


1. Collection of specimens of blood 

(a) Equipment. Pipettes (Exacta, 0.2 ml.) are rinsed with heparin solution (1:1000) so as to 
leave a little in each, wrapped in paper, heated in flowing steam for 15 minutes, autoclaved at 
115°C for 15 minutes and dried in air at 60°C until visible moisture is removed, usually one 
hour, Six 4%” assay discs (Schleicher & Schuell, 740 E) are placed in a wide-mouthed vial 
(Wheaton, S861) and over them is distributed 0.2 ml. of an aqueous solution of heparin 
(1: 2000), copper sulphate (1: 100,000) and merthiolate (1: 20,000). The vials are plugged 
loosely with cotton, steamed for 15 minutes, autoclaved at 115°C for ten minutes, dried in air 
at 60°C for four hours. They are then placed for three days at room temperature in a desic- 
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cator over a saturated solution of ammonium chloride containing excess solid salt to bring the 
moisture content of the discs to 8-10% (Karl Fischer method) in order to promote diffusion of 
the small sample of blood over all six discs. As the vials are removed from the desiccator, the 
cotton plugs are replaced with sterile rubber stoppers. 

(b) Skin puncture. A suitable area of the skin of an extremity, the heel in infants or finger 
in adults, is cleaned with alcohol while the part is held dependent and not unduly exposed to 
chilling. With a sterile disposable lancet, a clean-edged triradial puncture is made to ensure the 
ideal free flow of blood. If necessary, the area well back from the puncture may be squeezed 
gently to obstruct venous return encouraging more blood to escape but without introducing 
tissue fluids. Filling of the pipette is begun by capillary action, and completed by tilting it to 
take advantage of gravity. The volume of 0.2 ml. is at once distributed over the six discs in the 
prepared vial, to give duplicate determinations of all three types of polioantibody. If estimates 
of other antibodies are required, a second pipetteful of blood may be obtained from the same 
puncture after a little practice. 

(c) Storage and transportation. In the experiments reported here, the specimens were carried 
directly to the Laboratories and stored in the refrigerator until assayed. Usually, the first 
assay was performed in one to three days, the second a week later, requiring storage for up to 
ten days. Experimentally, specimens have been stored for four weeks without appreciable 
change in concentration of antibody, although marked haemolysis occurred. Also, shipments 
were made to various centers in Canada by air express and parcel post without special care for 
the three to six days en route. No change in concentration of antibody was observed. 


2. Assay 


The technique for assay of whole blood is essentially as has been described in detail for 
serum. Briefly, well-grown tissue cultures of trypsin-dispersed monkey kidney cells in Petri 
plates are inoculated with virus and overlayed with agar. Two paper discs, each containing 
blood from a different individual, together with two discs containing trivalent reference serum 
at two dilutions, are placed on the firm surface of the agar. For assay of all three types of anti- 
body in the blood of two persons, three plates are required, one for each type of virus. Com- 
pleted plates are placed on a board in a polyethylene bag, refrigerated overnight to allow dif- 
fusion of antibody to take place ahead of proliferation of virus, then incubated for three days. 
The paper discs are then removed, the plates stained with neutral red, and the diameter of the 
zones of inhibition measured to the nearest mm. by fitting the area to circles drawn on a card 
placed under the plate. Certain details of technique are emphasized here which pertain to 
assay of blood and certain others which have been raised in correspondence about the disc- 
plate assay of antibodies. 

The presence of red cells in fresh blood has not interfered with the assay except in so far as 
their volume reduces the amount of plasma applied to the discs. Stored specimens tend to 
haemolyze with consequent darkening of the agar. If the stained plates are refrigerated over- 
night, any confusing colour disappears and the zones of inhibition stand out clearly (Fig. 1). 


Fic. 1. Zones of inhibition of Type 1 virus produced by two specimens of blood (left and 
right) and two dilutions of reference serum. 
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In order to detect antibody in low concentration, the dose of virus should be the smallest 
which will produce confluent destruction of all unprotected cells during three days’ incubation. 
We use 1600-2200 plaque forming units (pfu) of Mahoney, 2400-3200 pfu of M.E.F.1 and 
2000-3000 pfu of Saukett per plate. The addition of 0.08% gelatine to the diluent makes 
storage of a fully tested virus suspension possible and preparation of the inoculum desired 
relatively easy. Measurement of the temperature at the surface of the plates within the poly- 
ethylene bags (37,0-37.3°C) has been found to be more reliable than that of the ambient air. 
Maintenance of uniform conditions throughout preparation and use of tissue cultures is 
stressed, particularly because of the effect variable conditions have on the action of the inoculum 
of virus. For convenience in use, the reference serum is composed of such quantities of the three 
monovalent antisera as give approximately the same zone diameters against all three types of 
virus. As the slopes of the dose-response curves for the three types of antisera are similar, though 
not the same, the same two dilutions of the trivalent serum may then be used for all types. 
The reference serum is standardized by repeated assay in comparison with the British Standard 
Poliomyelitis Antisera, so that all results may be expressed in BSU/ml. 


3. Calculation of the number of BSU/ml. in undiluted specimens 

The number of BSU/ml. in an undiluted sample may be estimated from the difference 
between the zone diameter (y,) it produces and the corresponding average diameter (¥,) for 
the two dilutions of the reference serum on the same plate, making use of the slope (b) of the 
relationship between zone diameter and the logarithm of the serum dilution. For a reference 
serum known to contain K BSU/ml. the logarithm of the strength of the unknown is thus 
calculated from the expression: 


= A) ’ 
log (BSU/ml.) = log (K) + 2, + 20 — 22) 


b 


where *, is the average of the logarithms of the dilutions of the standard. In practice, b was 
determined from the difference in response to the dilutions of the standard, averaged over an 
entire set of observations carried out on the same occasion. 

To reduce the amount of arithmetic required, tables were prepared from which the number 
of BSU/ml. could be read directly for each value of (y, — ¥,) at any of the average differences 
in zone diameter between high and low dilutions of the standard that were likely to occur. 
This greatly simplified the handling of large numbers of titrations. 


FIELD STUDIES 


After preliminary experiments showed that whole blood could be used in 
the disc-plate assay, and established a suitable technique for large numbers 
of specimens, field studies were carried out on three groups of persons for 
comparison of results with those obtained by routine metabolic inhibition 
procedures with serum. 

One group consisted of 48 unvaccinated adults whose serum was “‘screened”’ 
colorimetrically for the presence or absence of antibody in a 1/4 dilution, 
duplicate tubes being tested against each type of virus. Two disc-plate assays 
were done with whole blood against each type of virus. In both methods, the 
results were scored as positive if antibody was detected in either of the two 
tests. In the total of 144 comparisons, combining all types, antibody was 
found by M.I.T. in both tubes in 13 tests but not in the whole blood in either 
disc-plate assay. These 13 were then re-tested by M.I.T. at dilutions from 
1/4 to 1/1024. The results of this experiment are summarized in Table I. 

As Table I shows, four of 13 tests positive at 1/4 in the screening test were 
found negative on re-test, six were positive at 1/4 only, and the remaining 
three were positive at 1/8 but not higher. This confirms the previous con- 
clusion from chick serum that the two methods are of similar sensitivity. 

In the other two groups of persons, antibody determinations were made 
both by the disc-plate method and by the metabolic inhibition method. The 
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PABLE I—Comparison OF SENSITIVITY OF DISC-PLATE MICROASSAY OF WHOLE BLoop 
AND M.I.T. SCREENING TEST OF SERUM 


Number 
Positive Number Positive to M.I.T. Only 
to ae eee 


Total disc-plate* Screening Titres of samples positive in screening 
No. only test** test only 


48 0 
48 0 ‘ d / 
48 0 ! 1/41/41/41/81/8 





*whole blood. 
**1 /4 dilution of serum. 


first, A, was a group of 31 unvaccinated adults: blood was assayed twice by 
the disc-plate method; serum was tested at twofold dilutions, two tubes per 
dilution, by M.I.T. The second, B, was a group of 105 high school students 
vaccinated two to four years previously: both blood and serum were assayed 
twice by disc-plate; serum was tested at twofold dilutions, one tube per 
dilution, by metabolic inhibition. 

These observations permitted a numerical examination of the relationship 
of the estimates obtained by the two methods for all three types of virus. 
This was complicated by the failure to detect antibody in some samples by 
one or both methods, and by the fact that in the B series a considerable 
proportion of the titres were only known to be equal to or greater than 1024, 
the highest dilution tested. For these reasons the relationship in logarithms 
between BSU ‘ml. of whole blood and M.1.T. titres of serum was determined 
from the cases in which estimates by both methods were available, and where 
the estimate of BSU/ml. was equal to or less than ten so that it would be 
reasonable to take M.I.T. titres > 1024 as equal to 1024. The resulting 


regression coethcients and correlation coefficients are given in Table II. 


PABLE IIl—RELATIONSHIP BETWEEN M.L.T. Titres AND BSU/ML. By Disc-pLate METHOD* 


Group A Group B 


Number Number 
ot Regression* Correlation* of Regression*  Correlation* 
Persons coefficient coefficient Persons coefficient coefficient 


1.11+.11 SY 67 1.22+ .10 83 
O7+ .10 SS b4 1.262 .12 SI 
1.290+ .16 8&5 5d L.O1l+.10 Sl 


*Both M.I.T. titres and BSU/ml. expressed in logarithms to base 10 


Che data of Table [I suggest that the slopes of the regression lines tend 
to be greater than an expected value of one, so that the estimates by the 
two methods are not proportional. This may be due, in part, to bias intro- 
duced by carry-over of serum from one dilution to another in the preparation 
of the M.1.T. test. The correlation coethcients indicate reasonable agreement 
between the methods, considering their probable experimental error; the 
larger correlation in group A reflects the use of two tubes per dilution in the 
M.L.T. in this series. The observations for Py pe | in the second series are 
plotted in Figure 2. 


On the assumption that the M.1.T. titres are actually proportional to the 
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RECIPROCAL OF SERUM DILUTION M.LT. 


BSU/ML. WHOLE BLOOD DISC-PLATE 


Fic. 2. Relation between reciprocal of serum dilution (log scale) by M.1.T., and B.S.U./ml. 
whole blood (log scale) by disc-plate assay for Type 1 antibody, study group B. Regression 
line determined from the equation: M.1I.T. titre = 30(BSU /ml.)!. 


number of BSU/ml. by the disc-plate method, the ratio of the estimates was 
established in both series for one BSU/ml. by the disc-plate assay. The effect 
of serum carry-over on the M.I.T. titres would be minimum at this level. 
Chese ratios are shown in Table III. 


TABLE III 
WHOLE 


M.L.T 
Disc-PLATI 


ro BSU /ML. 
ESTIMATED AT 


SERUM TITRES 
METHOD 


RATIO OF 
BLoopD BY 


1 BSI 


Group A 


Number of 
Individuals 
Type 1 27 54 
lype 2 20 17 
Iyvpe 3 26 27 


Ratio 


ML. 


Group B 


Number of 
Individuals Ratio 
o7 
tb4 
5d 


The tabulated ratios probably represent an order of magnitude only, since 
the values found in different laboratories will depend upon the way in which 
the colorimetric titrations are set up and read. In the experiments reported 
here, the M.1I.T. endpoint was taken as the smallest dilution of serum, before 
mixing with cells or virus, which gave readings < pH 7.1. The values for the 


ratios in Table III show some discrepancies between the two series. These may 


be partly due to changes which occur in the M.1.T. levels from time to time. 
From the duplicate readings done by the disc-plate method, standard 
deviations were calculated to assess the reproducibility of this method of 
assay. These are given for the second series in Table LV, for each of a number 
of antibody levels as determined by the average of the two estimates. 
Che data of Table [V show that where there was suthcient antibody present 
BSU 


individual observation 


zones ot the 


the 


to give satisfactory inhibition, 0.5 ml. blood or more, 


+18% of 
estimated level. This is in agreement with the value of +14°% based on two 


standard deviation of an was about 
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rABLE IV—REpPRODUCIBILITY OF INDIVIDUAL 
EsTIMATES BY DiIsc-PLATE AssAY IN Group B 


Number of Standard 


Average duplicate* Deviation 
BSU /ml. determinations (as %) 
< 5 40 61.3 
.o-1.0 22 18.6 
1.0-10 287 18.6 
10-50 251 16.4 


> 50 19 19.1 











*Observations for blood and sera, Types 1, 2, 3 
combined. 


dilutions for each unknown serum reported in the earlier paper. Where the 
amount of antibody was less than 0.5 BSU/ml., the zones of inhibition tended 
to be smaller than the disc (6mm. diam.) and the variability was much 
greater. 

Che ratios of BSU,/ml. in serum and in blood were also determined in 
series B. These were found to be 1.91, 1.83, and 1.90 for Types 1, 2, and 3 















respectively. The variaticns of the ratios from individual to individual were 
well within the limits of the error of the method. 


SUMMARY 





(he paper disc method of assay of poliomyelitis neutralizing antibodies in 
serum has been adapted to give duplicate determinations of each of the three 
recognized immunological Types with a sample of 0.2 ml. of whole blood 
obtained by skin puncture. Details for collection, transportation and assay 
of large numbers of specimens are given. The results obtained in three field 
studies of groups of about 30 to 100 persons, and expressed in terms of the 
British Standard Poliomyelitis Antisera, have been compared with results 
obtained with serum by conventional metabolic inhibition procedures. The 
sensitivity of the two methods was found to be similar. There was some 
indication that the estimates by the two methods were not proportional, 
though this may have a simple technical explanation. The ratio between 
M.t.T. serum titres and BSU ml. blood was found to be of the order of 30-50 












for the technique used in setting up and reading the colorimetric tests. When 
antibody concentration was 0.5 BSU ml. or more, the standard deviation of 
an individual observation was about +18°% of the estimated level for the 
procedures tollowed in the disc-plate assay. When the amount of antibody 
was less than 0.6 BSU ml. the variability was much greater. The ratio of 
BSU mil. in serum and in blood was found to be about 1.9 for all Types. 
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Dental Auxiliaries in Alberta 


A. SOMERVILLE,’ B.A., M.D., D.P.H. 


N Alberta, as elsewhere, there is an acute shortage of dental service, and 

looking into the future, there does not seem to be much chance of any 
improvement for some time to come. Dental schools are expanding but only 
at a rate to take care of the increasing population. Even if a supply of dentists 
were available to do all of the dental work that should be done, there would 
be a serious financial problem for many families before the service could 
become effectual. Preventive programs in dentistry are developing but a very 
large amount of dental treatment is still required. Therefore, any program 
for the improvement of the dental health of a community calls for an increase 
in dental service coupled with an improved program in preventive dentistry. 
To be most effectual, such a service must be available to children from about 
age 3 to about age 18. 


Possible Answers 

This province has studied a variety of services which have been used 
elsewhere to help the dental program. Dental hygienists are available but 
their help is entirely in the preventive field. In New Zealand a “dental nursing” 
program has been developed. This program is mainly in the treatment field 
and especially related to the filling of teeth. Recently, | believe, more pre- 
vention is being built into the New Zealand program. It is handicapped, also, 
in that it ends at about 14 vears of age and, therefore, misses the big increase 
of caries which comes on at about that age. Studies of the New Zealand 
program by British and American dentists have produced good reports and 
bad reports. I think it is safe to state, however, that the public in New Zealand 
and the dental profession in that country are well satistied with the program. 

From the study of the problem and of the answers which have been suggested, 
it is apparent that some form of dental assistant is needed. Up to the present, 
on this continent, dentists have used ‘“‘dental nurses’’ and a small number 
of dental hygienists. The dental nurse, in the American sense of that term, is 
a person who is trained in the dentist's office to assist him in certain proce- 
dures. What appears to be needed is a dental auxiliary who would be able 
to use the preventive aspects of the dental hygienist’s service and at the 
same time would be able to take over some of the responsibility in the treat- 
ment program so that the big backlog of dental treatment could be reduced. 
Other professions have been building up aids of various sorts. Many types 
of technicians now assist the medical profession and nursing aides, practical 
nurses, ete. are now available in the nursing program. A similar expansion 
seems inevitable in dentistry. 


‘Deputy Minister, Department of Public Health, Edmonton, Alberta 
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The Alberta Answer 

After consulting with the dental profession, an Act was passed in the 1960 
Session of the Legislative Assembly. This authorizes the training of dental 
auxiliaries at a school to be established by agreement between the Minister 
of Health and the University of Alberta. Regulations regarding this school 
may be passed in relation to the admission requirements for trainees, in 
relation to the courses to be taken, in relation to the practical experience to 
be provided and in relation to the fees to be charged for the course. The Act 
also authorizes the establishment of an advisory committee which shall consist 
of the Director of the Dental Health Services of the Province of Alberta 
who shall be chairman, a representative of the Alberta Dental Association 
and three other members, one of whom must be a member of the General 
Faculty Council of the University of Alberta. 


Services to be Rendered 

A trainee may perform the dental services for which he has been trained 
notwithstanding anything in the Dental Association Act. While working in 
the field, he must do so under the direction of a dentist, although not necess- 
arily in the presence of a dentist. The dental auxiliary may only work when 
hired directly or indirectly by a local health authority or by the University 
of Alberta. Private practice is prohibited. The dental auxiliaries may only 
be hired by those local health authorities which are designated by regulation. 
The intent of this in the early stages, when the number of trained auxiliaries 
is small, is to make this service available only to areas which have little or 
no other dental service. As the number of these auxiliaries increases, it is 
presumed that the auxiliary will be permitted to work in city dental services 
and perhaps even with private dental practitioners. 

It had been hoped to get the school started in the fall of 1960. The physical 
plant of the dental school at the University of Alberta is being completely 
remodelled, however, and it seems to be impossible to get this particular 


course established before September, 1961. When this new staff is actually 


in action, it is believed that a large volume of preventive and treatment 
dentistry will be covered. Since this is a new type of program, it will be 
watched carefully and adapted so that the real dental needs of the province 
will be covered. 





Some Aspects of BCG Vaccination Programs 
in Canada’ 


ARMAND FRAPPIER,? O.B.E., M.D., L.Sc., F.R.S.C. 


FTER fifty years of research and thirty years of clinical trials and applica- 

tion to the prevention of tuberculosis, BCG is still a subject of timely 
interest. No discovery in therapeutics or in preventive medicine has been the 
source of more research or discussion. In the past, emotions may have obscured 
or lengthened the paths followed in search of truth. Now that accumulated 
facts and statistics have quieted the storms regarding the safety and effective- 
ness of BCG in man, our knowledge of this vaccine is progressing more object- 
ively and more in depth. Its timeliness is due to the fact that new biological 
and medical data and improved techniques throw a different light on problems 
already raised and make more diversified analytical methods available to 
research workers. As a result, there has been a host of investigations which the 
International Technical Conference on BCG held at Geneva in 1956* (1) 
the Seminar on Methods for the Study of BCG held in Paris in 1958f (2, 3), 
an International Symposium on BCG at Warsaw in June, 1959§ (4), a “Day 
for the Study of BCG” at Istanbul in September, 1959f (5), attempted to 
synthesize. 

BCG remains a timely subject because it leads to the very heart of the 
problem of tuberculosis, that of the mechanism of infection, resistance and 
allergy, a thrilling enigma the interest of which extends to the whole of 
immunology and pathology. And so we see outstanding scientists, fascinated 
by the paradoxes and the breadth of the problems raised by BCG and its 


use in the field of public health, pursue their study energetically. 


Status oF BCG VACCINATION IN CANADA 


(a) Reasons motivating the use of BCG in Canada 

The reasons for the increasing acceptance of BCG vaccination throughout 
the world apply equally well to many parts of Canada. Urgent reasons include 
the persistence of a residual mortality in spite of antibiotic therapies and, 
mainly of a still high morbidity and, consequently, of the risk of contagion. 
For instance, the number of known new cases of tuberculosis in various 


‘Paper read before the Congress of the Canadian Antituberculosis Association, Quebec, 
June 9-12, 1958, with additions and corrections for 1959. 

*Dean, School of Hygiene, University of Montreal, and Director, Institute of Microbiology 
and Hygiene, University of Montreal, P.O. Box 6128, Montreal, Que. 

*At which the author presented a report on ‘The BCG Strain”. 

tUnder the chairmanship of the author. 

§At which the author presented two reports on “The BCG Strain” and “Dry BCG in 
Canada”’. 
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countries throughout the world, including North American countries, has 
shown but little reduction over the past few years (6, 8). In Canada, the 
number has only fallen from 10,099 in 1952 to 7,502 in 1958. In 1959, the 
number of readmissions was over 3,000. In a few countries the number of new 
cases has increased (7). On calculating the total prevalence of tuberculous 
disease, that is, the number of active and inactive cases, known and unknown, 
as well as the number of former patients who are still living, the figure arrived 
at, in 1956, for the United States was 2,000,000 (6, 8) and, for Canada at the 
same date, it could have been estimated as 200,000, equivalent to about 1° 
of our population. As of December 31, 1959, there were in the Province of 
Quebec (population 5,000,000) an estimated minimum of 6,215 known cases 
of active tuberculosis as recorded in health units, out-patient departments, 
and sanatoriums, equivalent to more than 0.1% of the population. 

Furthermore, a considerable number of patients leave the sanatorium 
without the physician’s permission. In the Province of Quebec, for instance, 
in 1958, the number of such cases was 1,040, of which 958 were active. 

The incidence of relapses and reactivations is 10°%-30% (9, 10) and it is 
estimated that at least 50% of all known cases of active tuberculosis in the 
Province of Quebec are not living in sanatoriums. Investigations in other parts 
of Canada and North America would probably yield interesting figures regard- 
ing the number of cases treated or living outside sanatoriums. In the United 
States, the number of beds occupied by tuberculous patients in 1957 was 
reported at 90,000 (6), whereas the estimated number of active cases living 
at home was estimated at 60,000 and the number of known new cases declared 


each year during the past six years varied between 80,000 and 63,000 (11). When 
the unreported cases are added, the latter figure reaches 100,000 (8). In Canada, 
the number of beds occupied in 1958 was 11,882, whereas the number of known 
new cases of tuberculosis declared each year from 1952 to 1958 ranged from 
10,000 to 7,500 (12). Assuming that the average duration of occupation of a 
bed by a patient is 300 days, it is clear that a large number of new or treated 
cases are not living in sanatoriums. 


In brief, the sources of contagion in the community are by no means vanish- 
ing and are becoming more insidious due to the fact that a large number of 
half-cured or apparently cured tuberculous patients are circulating freely. 

On the other hand, the incidence of tuberculous infection, as determined by 
positive tuberculin tests (Vollmer patch and PPD 0.005 mg.), in unvaccinated 
children between the ages of 7 and 15 attending primary schools in the Province 
of Quebec, ranged in 1949 from 10 to 40%; among graduate students 
attending the University of Montreal the corresponding figure was 55%; in 
Indian children and adults it was 66.8%. In Montreal, in 1953, the incidence 
of tuberculous infection among school children (from 7 to 15 years of age) was 
found to be 26.1°% as determined by reactions of 3 mm. or more to the BCG 
skin test. In 1960, 39° of students and in 1957, 23% of Montreal school 
children reacted to the same test. These figures are still high and show that 
there are still numerous sources of contamination in these regions. In New- 
foundland, school children were found positive to the BCG skin test in the 
average proportion of 25° (Dr. Knowling). In other provinces the situation 
may be better but has not yet reached an insignificant level. 





Nov. 1960 BCG VACCINATION PROGRAMS 437 


It may be added that non-specific control measures such as isolation in a 
sanatorium, early diagnosis, follow up, antibiotic therapy, have a relatively 
slow effect on morbidity. It has been estimated that, in the United States, it 
will take 20 vears for these means to reduce tuberculosis mortality to the 
same level as typhoid fever mortality (8). In order to help achieve rapid 
eradication, elimination or extinction of tuberculosis, to protect individuals 
living with known or suspected contacts, and to furnish newborns and young 
adults, in particular, the best safeguard against the possible dangers of the 
present situation, BCG is now being relied upon as a specific preventive which 
further reinforces the effects of the other measures for combating tuberculosis. 

That is why BCG vaccination is now being actively carried on throughout 
the world, with the exception of a few countries, under the sponsorship of 
local government authorities and of WHO (13). This situation is highly 
gratifying for all those who have contributed by their experimental, clinical 
or statistical studies to the demonstration of the safety and effectiveness of 
this vaccine and to its addition to the antituberculous armamentarium. In 
some regions, mass vaccination is being applied; in others, it is limited to 
certain classes of subjects who are more exposed; still other regions, which are 
very few in numbers, are following a waiting policy. BCG is everywhere being 
studied with interest. 


(b) The BCG vaccination program in the various provinces of Canada 

In Canada, all the above measures regarding BCG vaccination are repre- 
sented. In two provinces, Quebec and Newfoundland, and in the Indian 
Health Services for the whole of Canada, BCG vaccination has been inte- 
grated into the official health services, organized systematically on a large 
scale, and closely supervised. Every vaccination session attracts hundreds 
of subjects. 

The following are the groups, listed by order of priority, which receive 
BCG vaccination in Quebec and Newfoundland and in the Indian Health 
Services: (1) newborn, children, young adults, and even adults, with negative 
allergic tests, living in contact with tuberculous or formerly tuberculous 
individuals; (2) nurses, medical students, and certain members of the staffs 
of sanatoriums and hospitals who are negative to allergy tests. Hospitals for 
mental diseases in the Province of Quebec have not only a department for the 
detection of tuberculosis like other general hospitals, but also have all neces- 
sary facilities for the BCG vaccination of patients and staff; (3) newborns 
during the month following birth; in the Province of Quebec, 40° of this 
group is now being vaccinated in maternity wards or at home with the co- 
operation of hospital nurses, health services, and the Montreal BCG Clinic; 
(4) children in primary school, chiefly at the beginning and at the end of the 
course. 

The program takes into account that detection of infection in school children 
leads to detection of familial tuberculosis seed beds. 

In the other eight provinces of Canada, vaccination is chiefly on a selective 
or professional basis, namely, vaccination of sanatorium or hospital nurses 
and of medical students. Persons in contact with tuberculous individuals are 
also vaccinated in some provinces, but not all. J find it very difficult to understand 
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that, in certain quarters, BCG is used with confidence to protect professional 
groups while no protection is given to children and other tuberculin-negative 
subjects living in known contact or with possible occasional contacts with tuber- 
culous relatives or friends or in doubtful surroundings. 

The total number of BCG vaccinations in Canada has increased considerably, 
particularly since 1948. A total of over 1,498,198 individuals have received 
BCG in Canada during the period extending from 1926 to 1959 (Table 1), 
in addition to 23,589 Indians and Eskimos. 

The Institute of Microbiology and Hygiene of the University of Montreal, 
which in 1949 was entrusted by the Quebec Ministry of Health with the 
organization and technical supervision of the program of general BCG vaccina- 
tion in the province, is the Canadian center for consultation, information, and 
training in this specialty. Here also is kept the Central BCG Registry for the 
provinces of Quebec and Newfoundland and the Indian Health Services of 
Canada. 

In the other provinces, except Saskatchewan and Manitoba where vaccina- 
tion is carried out by the Saskatchewan Antituberculosis League and the 
Sanatorium Board of Manitoba, respectively, this vaccination is the respon- 
sibility of the provincial health services. 

Under the Federal-Provincial Health Plan, the Department of National 
Health and Welfare shares in the cost of applying the BCG vaccination 
programs in all the provinces. This Department carries out itself the program 
for the systematic vaccination of Indians and Eskimos. 

Drs. Knowling (14), Kincade (15), and Lossing (16) have each presented to 


recent meetings of the Canadian Antituberculosis Association splendid reports 
on the status of BCG vaccination in Newfoundland, British Columbia and 
Canada, respectively. We have ourselves published from time to time general 
reviews of the situation (17, 18, 19). As is well known, the pioneer studies of 
Baudouin (20) in 1926 and of Ferguson (21) in 1933, contributed to the 
initiation of the use of BCG in Canada and North America. 


SoME FEATURES OF THE PROGRAM IN THE PROVINCES OF QUEBEC AND 
NEWFOUNDLAND AND THE INDIAN HEALTH SERVICES. 


We have succeeded in Canada in effecting almost complete unification of 
the vaccination technique by means of a sustained training program under 
the direction of the Institute of Microbiology and Hygiene of the University 
of Montreal. The scarification method (6 1l-cm. scarifications for subjects 
2 years or over, 4 for subjects under 2 years, BCG 60 mg./cc.) has been 
generally adopted because this method requires no syringe and no extem- 
poraneous sterilization of instruments (sterile needles contained in capillary 
tubes are used), produces no necrosis and no superficial abscesses, is readily 
accepted by and practised on children, leaves no undesirable scar, and, when 
practised by experienced vaccinators, rapidly produces a strong and durable 
allergy (100% positive at 2+ with the Vollmer patch after 6 weeks and 
70% still positive with a 3-mm. or more reaction to the BCG Skin test 4 
years after vaccination). 


As the method must often be used by non-specialized operators who, in 
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the health units and districts, must attend to all public health and preventive 
medicine measures, variations must be expected in the allergic results. A 
100°% efficiency cannot be expected in the large-scale application of a public 
health measure, and a suitable average must be accepted. 

It will be seen from Table 2 that, in some cases, inexperienced or timid 
vaccinators failed to produce durable allergy in a proportion of up to 51% 
of the vaccinees. We therefore insist that the vaccination technique which, like 
any technique, may in time be applied less carefully, should be under higher 
control or supervision. The use of a mechanical scarifier might possibly improve 
the efficiency of inexperienced vaccinators. But as hundreds of vaccinations 
may have to be performed in a single day, it is readily understood that the 
practical and economical use of such an instrument must not raise any serious 
sterilization problems. In any event, any method involving an instrument 
requires conscientious care and proper skill. Even the most improved instru- 
ments used for the multiple puncture method do not always produce a same 
number of “takes” as that of the metal points. 

In the province of Ontario, where the vaccination program has been inte- 
grated into the public health services, the intradermal method is used in 
some places, but elsewhere the multiple puncture method using an instrument 
is considered satisfactory (22). 

In Saskatchewan and Alberta, the intradermal method is still used. In the 
other provinces, British Columbia, New Brunswick, Nova Scotia, and Prince 
Edward Island, the scarification method is used. 


Tue BCG Skin Test (SCARIFICATION TEsT) 


Another feature of our program is the use of the BCG Skin Test (Cuti- 
BCG) which my former colleague Guy and myself developed in 1947 (23, 24) 
for the rapid screen-testing of total allergy prior to vaccination. In Quebec, 
Newfoundland and the Indian Health Services, this test has completely 
replaced the tuberculin tests for elimination testing prior to vaccination. It 
consists in testing allergy by means of the complete antigen, i.e., by bacterial 
bodies in the form of killed BCG at a dosage of 50 mg. introduced transcuta- 
neously by a single l-cm. scarification. Another scarification is used for 
traumatic control. The diameter of the oedema is carefully measured after 
24 hours with a notched plastic scale. The reading may also be taken after 
18 hours. We believe that this test detects total allergy (for a minimum reading 
of 1 mm.), that is, tuberculin allergy and so-called infratuberculin or bacterial 
allergy. In the latter case, it is still positive when reactions to large doses of 
tuberculin (250 T.U.) are negative. The average incidence of infratuberculin 
allergy in Quebec in 1948 was 20°) for unvaccinated subjects and 60°% for 
old vaccinees who had become tuberculin negative (250 T.U.). It is inversely 
proportional to the degree of infection in the surroundings (24). Subjects with 
a reaction of 3 mm. or more are not vaccinated. 


The BCG Skin Test has many advantages: broad range of reactions, rarely 
exceeding 20 mm., easy technique, rapid readings, no doubtful reactions; the 
material keeps indefinitely at laboratory temperature. 


The BCG Skin Test, however, can initiate in 10°% of cases a state of weak 
temporary allergy (duration of about 3 months) which should be kept in 
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mind when the test is used as a diagnostic method with a view of repeating it 
should it be negative. It is obvious that this disadvantage is of no importance 
when it is used as a means for selecting individuals prior to vaccination. 

As the diameter of the BCG Skin Test reaction in subjects who have been 
vaccinated for a year or more seldom exceeds 10-12 mm. (5%), the value of 
such threshold reactions in vaccinees for the allergic diagnosis of tuberculosis 
is now being studied. 


THE MONTREAL BCG CLINIC 


The Montreal BCG Clinic, now occupying its new building, has a most 
modern nursery with a capacity of 200 infants. It was built with the help of 
grants from the Government of the Province of Quebec and from the Govern- 
ment of Canada. Since 1935, the Clinic has received 5,908 newborn infants 
from tuberculous families, vaccinated them, and returned them to their 
families after they had shown positive tuberculin or BCG Skin Test reactions. 
Fifty per cent of the infants come from all parts of the province outside 
Montreal. Through a social service and follow-up system, a large number of 
the former inmates of the Clinic can be followed. Among the 1,154 newborns 
who were hospitalized, vaccinated, and returned to their tuberculous surround- 
ings, and who were traced back since 1936 and followed until 1951, there was 
found, at the end of from 2 to 14 years of observation, only one death from 
tuberculosis due to confirmed congenital infection. Among 673 of these cases 
which were studied from the standpoint of tuberculous morbidity, there were 
found, from 1936 to 1955, 2.5% of active primary infections (25). 


THE BCG REGISTRY 


The Central BCG Registry at the Institute of Microbiology and Hygiene 


of the University of Montreal, contains file cards for most of the subjects 
vaccinated with BCG in Quebec since 1926, in Newfoundland since 1947, and 
by the Indian Health Services since 1947. Since 1950, it has also contained the 
records of subjects found positive to allergy tests. The vaccinator fills out and 


signs a form and the information which it contains is transferred, at the 
Institute, on to special punch cards. A mechanical system of classification 
rapidly tells whether a subject has been vaccinated and, if so, when, where, 
and by whom; it also indicates if it is a revaccination. These records enable us 
to study the mortality due to tuberculous meningitis among vaccinees as 
compared with unvaccinated subjects (reduction of 85°%) in the Province of 
Quebec (26) and will enable us to evaluate in the near future the effect of 
BCG vaccination on mortality by tuberculosis and possibly also on morbidity 
over prolonged periods. These latter studies are made possible by the collabora- 
tion of the demographic division of the Ministry of Health of the Province of 
Quebec which can furnish us the numbers, names, ages, and addresses of 
individuals who have died from various types of tuberculosis over the years. 


MosiLtE BCG VAccINATING TEAMS IN THE PROVINCE OF QUEBE(¢ 


In order to help the health officers and their staffs to test school children for 
allergy and to vaccinate those who are found negative, the Institute of Micro- 
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biology places at their disposal four mobile vaccination teams under the 
direction of two physicians, Dr. Marcel Cantin of the Ministry of Health, and 
Dr. Lise Frappier-Davignon of the Institute. Each team includes, in addition 
to one of these two physicians or a local medical health officer, two nurses and 
three clerical members, and can test 1,000 to 1,200 children and vaccinate 600 
to 800 weekly. Since 1950, they have visited some twenty health units a year 
which means, for 65 counties, a visit about every 3 to 4 years. Moreover, in 
winter, they work in co-operation with the Montreal Health Department in 
schools of all religious denominations. In 4 years, they have thus carried out 
the testing and vaccination of the 125,000 school children in the Montreal 
schools. In 1959, these teams alone tested 84,537 persons and vaccinated 
51,461. Parents respond enthusiastically to the invitation of the health authori- 
ties and, in 90% of the cases, permit vaccination of their children. For instance, 
in the Magdalen Islands, a remote and isolated region in the Gulf of St. 
Lawrence where tuberculosis was particularly prevalent, failure had been 
feared. A team was sent in 1952. Results: 3,618 tests (age of patients 0 to 59 
years); 17% positive to BCG Skin Test (3 mm. and over); 3,087 vaccinations 
for a population estimated in 1951 at 10,000. A second visit was made in 1956; 
4,071 tests on subjects aged 0 to 29 years, of whom 30% were found positive 
(partly due to the first vaccination campaign), and 2,827 vaccinations and 
revaccinations. 


DISCUSSION 


Ganglionic complications are very rare and occur almost exclusively in 
infants in a proportion that is difficult to determine accurately. Of 65,000 
newborn infants vaccinated in the province in 1959, we are aware of only 
35 cases of adenitis, 18 of which required puncture or drained spontaneously. 
Never, in our 33 years of experience, have we come across any other cutaneous 
or deep complication of BCG vaccination. In one case, after 3 punctures and 
failure of local therapies, surgical exeresis of a persistently hypertrophied 
gland was advised and performed, following which the tissues returned to 
normal. 

In Newfoundland, in isolated regions of the different provinces, and in 
Indian territories, the dry BCG, prepared at the Institute of Microbiology 
and Hygiene of Montreal University, is substituted for the fluid BCG. This 
form of BCG, as well as the suspension of killed BCG used in the Cuti-BCG 
both offer the advantage of a prolonged preservation (more than 9 years for 
the dry BCG of the Institute) at refrigerator temperature, as compared to 
10 days for the fluid vaccine and of reducing the duration and the cost of the 
process for vaccination and allergic tests. In Newfoundland, since 1947, by 
using these new products, the vaccination program has been quickly com- 
pleted in spite of frequent fogs and other bad atmospheric conditions which 
could have delayed the supplying of the vaccinating teams with fluid vaccine 
or other perishable material for allergic tests. 


A systematic BCG vaccination program can be established in a region only 
as a result of education and with the confidence of the public, both lay and 
medical. It is desirable that a local authority, specialized in the field of tuber- 
culosis and of BCG, take the leadership in the prevention by means of this 
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vaccine. Public health services frequently await only the co-operation of such 
a person to introduce vaccination in the public health program. 

In regions where BCG vaccination has been integrated into the public 
health services, the function of the pioneer and promoter has ended. A new 
responsibility falls on the shoulders of public health authorities, that of 
periodically reviewing the status of BCG in relation to a new orientation of 
the fight against tuberculosis, of checking the effectiveness of the techniques, 
and of evaluating results over a long period. BCG vaccination definitely reduces 
the acute and immediate signs of primary infection, but its influence on the 
remote effects of primary infection and on morbidity and mortality rates from 
tuberculosis in general can only be felt when vaccinees have reached the age 
where morbidity and mortality are at their respective peaks. 

I do not believe, on the other hand, that BCG will suddenly affect tuber- 
culous mortality and morbidity rates. Eradication of tuberculosis will more 
likely proceed by dilution or by rarefaction as a result of the combination of all 
specific and non-specific measures brought to bear against it. 

In regions where BCG vaccination depends exclusively on voluntary 
organizations, it is more difficult to establish it systematically even on a 
limited basis unless, through close co-operation, it is actually integrated with 
the official preventive medicine program. It is not sufficient to interest phthisi- 
ologists and paediatricians in BCG. It is of primary importance that the higher 
public health officers, whose function it is to decide on the advisability of a 
public health measure and, if adopted, to apply it systematically, should be 
convinced of the usefulness of BCG vaccine. Mass or limited BCG vaccination 


can be systematically and effectively established in any country or region 
only if it is sponsored by medical leaders who are, in turn, supported by 
enlightened public opinion. 


SUMMARY 


The continuing high annual rate of new cases of tuberculosis and of re- 
admissions, the large number of active cases not hospitalized in sanatoriums, 
the high incidence of relapses or reactivations, the rate of tuberculous infection 
which is still high in some regions of our country, the estimates of the pre- 
valence of tuberculosis in North America, all motivate the more or less limited 
or selective use of BCG in the different provinces of Canada. 

In Quebec and Newfoundland and in the Indian Health Services, vaccination 
is generalized and systematic. In the other provinces, it is selective or limited 
to professional groups (students, nurses) and individuals in contact. It is 
hard to understand that, in some regions, vaccination is not used systematic- 
ally in subjects found negative to tuberculin and exposed to known contacts. 

The federal and provincial governments are sponsoring BCG vaccination 
which is the responsibility of their public health services or, in some provinces, 
of the local tuberculosis association. 

Features of BCG vaccination programs in Canada are: almost general use of 
the scarification method for vaccination and of the BCG Skin Test by scarifica- 
tion for the allergy test, prior to vaccination; temporary isolation after vaccina- 
tion of newborn infants from tuberculous families (in the Province of Quebec) ; 
a central BCG Registry (for the provinces of Quebec and Newfoundland and 
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the Indian Health Services of the federal government), which is essential for 
the evaluation of the effect, either immediate or remote, of vaccination on the 
death rate from tuberculosis; the use of mobile vaccination clinics (in Quebec 
and Newfoundland); the high proportion (40%) of vaccination of newborn 
infants in Quebec. 

It is the opinion of the author that the success and beneficial effects of a 
program of BCG vaccination (whether on a limited, selective or general 
basis) depend on its systematic application and its integration by some way 
or another into the health services. 

From 1926 to 1959, over 1,500,000 individuals were given BCG in Canada. 
Other numerical data are given regarding particular features of the provincial 
programs in Canada. 


RESUME 


Le taux encore élevé des nouveaux cas annuels de tuberculose et des readmissions, 
le nombre important de cas actifs vivant en dehors des sanatoriums, la fréquence 
des rechutes ou réactivations, la fréquence, encore élevée dans certaines régions 
du pays, de la tuberculose-infection, les estimés de la prévalence de la tuberculose 
en Amérique du Nord, motivent sur une base plus ou moins limitée, l'emploi du 
BCG dans les diverses provinces du Canada. 

Dans les provinces de Québec et de Terre-Neuve, et dans les Services des Indiens, 
la vaccination est généralisée et systématique. Dans les autres provinces, elle est 
sélective ou limités a des groupes professionnels (étudiants, infirmiéres) ou aux 
individus en contact; il est difficile de comprendre que, en certaines régions, la 
vaccination par le BCG ne soit pas encore systématiquement appliquée aux sujets 
prouvés négatifs a la tuberculine et exposés a des contacts connus. 

Le gouvernement fédéral et la plupart des gouvernements provinciaux ont 
intégré la vaccination par le BCG dans leur programme officiel de santé publique. 

Les caractéristiques de ce programme se résument a l'emploi presque généralisé 
de la méthode des scarifications, pour la vaccination, et de la Cuti-BCG par 
scarification, pour l’épreuve allergique préliminaire a la vaccination, a l’isolement 
temporaire, aprés la vaccination, des nouveau-nés de familles tuberculeuses (dans 
la province de Québec); a la tenue d'un Fichier du BCG indispensable pour 
svaluer l'effet, soit immédiat, soit éloigné de la vaccination (Québec et Terre- 
Neuve); au pourcentage élevé (40%) de la vaccination des nouveau-nés dans 
le Québec. 

Le succés et les bons effets d'un programme de vaccination par le BCG (qu'il 
soit sur une base limitée ou généralisée) dépendent de son application systématique 
et de son intégration d’une facon ou d'une autre dans les services officiels de Santé. 

De 1926 @ 1959, plus de 1,500,000 personnes ont recu le BCG au Canada. 
D'autres données numériques rendent compte des particularités des programmes 
provinciaux canadiens. 
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Health Education—The Basic Structure 
of Public Health’ 


HARVEY W. ADAMS? 


os education is the foundation of modern preventive medicine, the 

very essence of the new health philosophy that the achievement and 
maintenance of physical and mental well-being is the best insurance for con- 
tinued good health. 

Health and health habits form integral parts of a nation’s culture. To 
change or improve a nation’s health pattern, therefore, involves a process of 
persuasion to convince people that their deeply imprinted attitudes and habits 
are wrong or are based on misinformation. 

Some of us are not easy to convince. All of us dislike, or even fear, the prick 
of a hypodermic needle or the scalpel’s incision. ‘‘Taking your medicine” has 
long stood as meaning something unpleasant. Persuasion must be used to 
help people overcome these hurdles of repugnance and fear. This work of 
persuasion, the provision of properly presented information, is health educa- 
tion. It is work often done unconsciously by people in the public health field; 
but the more consciously it is done, the better. 

Great forward strides have been made in Canadian health during the last 
half-century, or less. To consider just a few notable achievements: mortality 
from infectious diseases has shown considerable improvement. Just over thirty 
years ago infectious diseases caused over 12% of all deaths in Canada, today, 
they account for less than 2% 

Death rates for younger age groups have shown a steady fall over the last 
decade as have death rates for females in some age groups. Indeed, the female 
death rate generally has continued to decline steadily through the past quarter- 
century. How much of these achievements can be credited to health education 
it is impossible to say. But some credit must be given. 

While we have achieved much, we are still faced with a great many prob- 
lems. There has been no improvement in death rates for males in the 50-70 
age group for the last quarter-century. As a matter of fact, particularly among 
middle-aged males, death rates are increasing through heart disease, lung 
cancer, and cirrhosis of the liver. These are reflections of present-day living 
habits, as are the problems which have been created through the growth of 
industrial communities in this country. 

The concentration of population in industrial and urban areas increases 
the danger of epidemics, and encourages juvenile delinquency, alcoholism, 


1Presented at the fiftieth annual meeting of the Canadian Public Health Association, Halifax, 
N.S., May 31-June 2, 1960. 


2Director, Information Services Division, Department of National Health and Welfare, 
Ottawa, Ont. 
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drug addiction and venereal disease. Industry itself offers special challenges 
to health and health education. Industrial accidents account for much absentee- 
ism and disability among working adults. Industrial processes sometimes 
expose workers to noxious substances or unhealthy work conditions. These, 
then, are some of the health problems we must overcome. But there are 
problems also in the area of ‘‘ways and means”. 

Health education programs and health education materials are expensive. 
We never seem to have enough money to do quite as much as we would 
like. Some of the difficulty which faces us nationally through insufficient health 
education materials could, we feel, be solved by greater provincial spending 
in this area and by more co-operative production efforts between federal and 
provincial health departments. In the past, most of our material has been 
supplied free to the provinces and indeed, we still continue to follow this 
principle with most of our material. A few years ago, the Treasury Board set 
financial and production limits on the free distribution of certain of our 
publications, deliberately, it would seem, to encourage the provinces to spend 
more of their own money on these publications. Some of them have been 
doing this. The time has come in my opinion when, if we are to meet national 
needs and demands for health education materials, there must be further cost 
sharing between the federal government and the provinces. 

I bring this point up aware that the provinces have budget problems as 
well. But the job we are doing, both federally and provincially, is important— 
and the provinces must either recognize this and back this recognition with 
funds—or the job will not be done. 

The generally inadequate amounts spent by most provinces on health 
education are a reflection of another basic problem in this field. The value of 
health education is underestimated. That this is true can be seen by examining 
the amounts spent on health education programs in some of our provinces 
and by the small salaries offered to health educators. Properly qualified 
health educators should definitely be classed as professionals and warrant pay 
in excess of that earned by a plumber or a carpenter. 

The value of health education is not only underestimated at the top. It is 
all too often misunderstood all the way down the line. Doctors, nurses, and 
others who should understand the importance of health education go blank 
when it is mentioned. Inevitably, in the course of their own work, they make 
and leave health education impressions on the people they come in contact 
with. Yet this frequently seems to be overlooked. They should take every 
possible step to make sure that the impressions they leave are good and in 
keeping with sound health education principles. 

I would like to see health educators used more and brought into early 
planning for public health campaigns. An anonymous health educator corre- 
spondent recently wrote me to about a public health meeting he had attended 
where various problems were being discussed. Each of them could have been 
largely solved by the right kind of health education campaign. Two of the 
problems discussed were as follows. In a small town, many of the homes were 
still unconnected to sewer and water lines. How could the residents of these 
homes be persuaded to connect up? Only a small proportion of parents in a 
certain area were bringing their children to child health centers. How could 
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they be persuaded to bring them in? In both of these problems the difficulty 
centered around persuasion—an obvious job for health education. But the 
obvious was overlooked. 

The public must b2 informed. Without their understanding of basic health 
principles, without their active support and participation, the health of the 
nation will not improve. Members of the public want to understand what it is 
that is being asked of them—and a lot is being asked of the public these 
days. Everywhere they turn they are assailed by appeals for action of one 
kind or another. ‘“‘Buy our coffee’’, ‘‘Use this soap’, ‘‘Come to this movie’. 
Health education material often has to compete for their attention and it has 
to penetrate to a brain jaded with all manner of assaults. This is a matter 
for a skilled communicator who can present his message attractively and 
strikingly. 

There is great opportunity for increased health education achievement, 
opportunity also, unfortunately, for confusion. It is inevitable since health 
has so many aspects that there must be many different agencies vying for 
attention and support. I would like to see more co-operative effort on the 
part of all health agencies, federal, provincial and voluntary, more unity of 
thought and action. 

Typical of what I have in mind is Child Safety Week—a health education 
success story if ever there was one. In 1955, Child Safety Week was celebrated 
by one province only—Saskatchewan. This year, five provinces were repre- 
sented in the campaign—Ontario, Quebec, and Alberta by voluntary safety 
organizations, Manitoba, and Saskatchewan by provincial health depart- 
ments. Later this year, provincial and federal health educators will discuss 
the possibility of a national child safety program. 

One factor which would certainly help to increase unity of health education 
attitudes, if not of action, would be the creation through one of our universities 
of an adequate health education course. It seems tragic to me that for academic 
groundwork in health education we have to go to the United States where, 
however good the courses may be, health problems and practices are not 
identical with those we face in Canada. If such a course were to be instituted, 
I would hope that it would be more than academic, that it would include 
field work and it would be of sufficient quality and duration to make one 
of its diplomas significant and generally accepted throughout the country. I 

' would hope that others in public health work, doctors, nurses, sanitarians, 
would be tempted and encouraged to attend this course and that in their 
own professional studies health education will more and more be built in as 
a basic and important part of their training. 

The door is open, and has been open for many years, for the provinces to 
send selected people to take health education courses under federal health 
grants. Some provinces have taken advantage of these grants already but 
many more health educators are needed in Canada. All that the federal 

government usually asks before making such a grant is that properly qualified 

people be chosen for this training and that they be prepared to commit 
themselves to postgraduate work in their province for at least two years after 
completing the course. 
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In outlining the problems we face in health education I hope I have not 
sounded too much like a prophet of doom. We have achieved definite progress 
in recent years. At the turn of the century the health education lamp burned 
very dimly. Today, health education is doing a much more effective job of 
illumination. With the help of all our colleagues in the field of public health 
the darkness of misconception and ignorance in Canada can be completely 
dispelled. 


INSTITUTE ON COMMUNITY EDUCATION FOR HEALTH 


In conjunction with the 1961 National Convention of the Canadian Public 
Health Association, an Institute on Community Education for Health is being 
scheduled. The Institute will be held at the University of Saskatchewan prior 
to the C.P.H.A. Convention from June 2nd to June 5th and will reconvene in 
Regina after the national meetings for a final study day on June 9th. The major 
objective of the Institute is to assess current concepts and techniques in the 
diffusion of health information and to develop a fresh approach to the under- 


standing and educating of the public. As such, the scope of the Institute embraces 
all professionals in the field of health whose work has educational implications 
in the community. The Institute, to be held in the Department of Social and 
Preventive Medicine, is jointly sponsored by this Department, the Department 
of Public Health, Province of Saskatchewan, and the Center for Community 
Studies, University of Saskatchewan. 

Enquiries or suggestions should be addressed: Dr. Robin F. Badgley, De- 
partment of Social and Preventive Medicine, University of Saskatche- 
wan, Saskatoon. 





Emotional and Metabolic Factors in Obesity’ 


DORIS L. HIRSCH,? M.D. and W. I. MORSE,’ M.D., F.R.C.P.(C) 


N recent years, with its recognition as a major public health hazard, obesity 

has received increasing attention from a variety of sources. Present know- 
ledge derived both from experimental animals and humans has led to a mass 
of information concerning the interaction of genetic, neurologic, psychologic 
and metabolic factors. Still, the etiology remains obscure and the treatment, 
therefore, frustrating. 

During the last twenty years emphasis has been placed on emotional factors 
contributing to the problem of overweight. Numbers of detailed psychiatric 
case studies of obese patients have been published but these studies have been 
of relatively small series of patients and often of obese persons who sought 
psychiatric help for symptoms other than obesity. 

While all the psychiatric studies have rendered lip service to the multi- 
factor etiology of obesity, only recently has there been any concentrated effort 
to correlate metabolic data with psychiatric observations. The general impres- 
sion left by case studies has been that obese people overeat in response to 
stress because of a particular type of personality. 

The purposes of the present study were two-fold. In the first place, relevant 
to the numerous psychiatric allegations in the literature—both lay and pro- 
fessional—relating emotions to the overweight problem, an attempt was made 
to investigate psychiatrically a relatively large series of obese patients to 
identify possible evidence of psychiatric disturbance, personality character- 
istics, or any emotional influences on food intake that might be specific for 
these patients. Secondly we tried to establish correlations between the psych- 
iatric and metabolic findings derived jointly from the same group of obese 
patients. 

Our group of patients comprised 74 unselected admissions to the Victoria 
General Hospital, Outpatient Obesity Clinic, evaluated jointly psychiatrically 
and metabolically. Of the 74, nine were male and 65 female. The age range 
was from 13 to 65 with an average age of 42 years. Thus there was a predomi- 
nance of middle-aged females in the group which was, of course, important 
in evaluating the results. The patients were referred largely by other clinics 
in the hospital or practitioners in the area because of their weight and all were 
at least 20° over their ideal body weight. 

Of our 74 patients, only 6 (9%) had been obese for less than ten years, 
35 (47%) had been obese for from 10 to 50 years and 33 or (44%) reported 
that they had always been overweight. 


1Presented at the fiftieth annual meeting of the Canadian Public Health Association, 
Halifax, N.S., May 31-June 2, 1960. 

*Instructor in Psychiatry, Dalhousie University, Halifax, N.S. 

3Associate Professor of Medicine (Research), Dalhousie University, Halifax, N.S. 
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FACTORS IN OBESITY 





\IETHOD OF EXAMINATION 

For the psychiatric evaluation, the method used was a routine psychiatric history-taking 
interview followed by a more specific questionnaire. Both were oriented around the obesity 
history with emphasis on early food habits, periods of weight gain and weight loss with dis- 
cussion of the patient's life situation and mood during these weight shifts, and investigations 
of symptoms of psychiatric disturbance or evidence of maladjustment in the patient's living. 
The patients were seen as early in their initial obesity work-up as possible, usually on their 
second clinic visit, by one of two psychiatrists associated with the clinic and at the end of each 
initial interview a summary was prepared and the patients were charted according to several 
variables. While more information with greater reliability could have been obtained using 
repeated intensive interviews, this was not regularly possible because of time limitation. It 
was possible, however, to see many of the patients on more than one occasion for brief inter- 
views oriented chiefly around their feelings about the diet and any intercurrent life situations 
that had arisen since the first visit. Each patient was told that a psychiatric interview was a 
routine part of the work-up of the obesity clinic and, in general, the surface co-operation of the 
patients was good. 

Several difficulties are worthy of consideration in assessing the information received. The 
patients were drawn largely from the general clinic population and were therefore from the 
lower socio-economic groups. Experience elsewhere has suggested that our present interview 
techniques are inadequate for these groups in that clinic patients are unprepared to think in 
abstract, reflective terms about themselves and tend to expect the physician to do the in- 
vestigation, contributing only concrete answers where possible. Since much of the information 
sought in a psychiatric examination is not factual, the data derived were often incomplete or 
unreliable—with glaring inconsistencies from one interview to the next. Secondly, these patients 
in contrast to many patients who attend psychiatrists, came not for psychiatric help but 
ostensibly for reducing diets and were, therefore, not highly motivated to search within them- 
selves for possible emotional factors contributing to their weight problem. A further difficulty 
was, of course, that the patients were evaluated psychiatrically by only one examiner without 
control of the examiner’s bias through ancillary services such as social service investigation of 
the patient through other family members or psychological testing. In addition, no control 
group of normal-weighted people was interviewed. The essence of these difficulties is that this 
type of psychiatric evaluation is relatively superficial and fails to get at possible deeper dyna- 
mics which might be of value in correlation with metabolic studies. 

Eight somatic parameters were measured on many of the patients evaluated by the psychia- 
trist. For each of the eight, large and small values were separated to make two groups to permit 
testing for correlation with three parameters recorded by the psychiatrist by the chi square 
method. Those greater than 59% overweight (by Metropolitan Life Insurance tables) were 
separated from those who were less obese. Patients over 24 years of age were divided according 
to whether or not obesity had been present for over 20 years. Basal metabolic rates of minus 
10 or less were separated from higher values. Fasting blood sugars were measured by the 
Folin-Wu or by the Somogyi-Nelson method and divided into higher and lower groups. Body 
water content was measured by the deuterium oxide dilution method of Schloerb and co- 
workers. As observed by others, the body water fraction was found to decrease with increasing 
obesity. Patients with greater than average water content for the degree of obesity manifested 
according to the height-weight tables were separated from the remainder. This group contained 
those individuals with greater proportional muscle mass and those with an increased extra 
cellular water volume. Patients with clinically recognized edema were excluded. 

Urinary 17 ketosteroids were measured by the method of Callow. Values above 9 mg. per 
day in women only were separated from lower values. Seventeen hydroxycorticoids were 
measured by the method of Reddy and data from both sexes were divided at 6 mg. per day. 
Finally, the rate of weight loss during the first 6 weeks of diet after coming to the obesity 
clinic was recorded. Data relating to those losing over 1.5 pounds per week were separated from 
the remainder. The calories prescribed per pound of “‘ideal’’ weight were similar for the groups 
with greater and smaller rates of weight loss. The 6 week time limit was imposed because the 
rate of loss frequently fell after this period. 

Tests of correlation were made between these eight somatic parameters and the psychiatrists’ 
evaluation of whether dependency was prominent, the lifetime prevalence of psychiatric dis- 
turbance sufficient to warrant treatment and the patient’s evaluation of his food intake. 





FINDINGS 
Since it had been assumed for many years that emotional difficulties were 
associated with obesity in a causative way and many detailed psychiatric 
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case reports had appeared in the literature demonstrating an interrelation in 
certain patients seeking psychiatric help, we were interested in exploring 
statistically the prevalence of psychiatric disturbance among unselected obese 
patients and comparing them with what one might expect in the total popula- 
tion. The interview material was reviewed for symptoms of emotional dis- 
turbance such as marked anxiety, depression, hallucinations, delusions, etc. 
and for evidences of maladjustment (throughout the patient's lifetime) such 
as inability to hold a job, antisocial behaviour, alcoholism. Patients were 
finally judged psychiatrically disturbed only if the degree of difficulty was or 
had been sufficient for one to have recommended psychiatric treatment in the 
past or present, whether or not they actually received treatment. Some of 
our patients had been in mental hospitals or had received psychiatric treatment 
many years in the past; some had to be referred for treatment after being 
seen in the Obesity Clinic. None were referred to the Obesity Clinic by psychia- 
trists or were in psychiatric treatment at the time of referral. All patients 
judged disturbed were diagnosed according to the nomenclature of the 1952 
Diagnostic and Statistical Manual of the American Psychiatric Association. 
Thus, we arrived at a lifetime prevalence of psychiatric disturbance sufficient 
to warrant treatment among our obese patients. 

Twenty-seven of our 74 patients (36°) were judged to have or have had a 
diagnosable psychiatric disturbance needing psychiatric treatment in the 
past or present. In other words, there was a lifetime prevalence of 36% among 
the obese patients. 

The significance of this figure would be difficult to assess without controls 
were it not for the recent epidemiological study of a small Nova Scotia town 
reported by Dr. Dorothea Leighton. This carefully done study was an effort 
to arrive at a true prevalence rate of psychiatric difficulties in a random sample 
of the population utilizing written questionnaires, interviews, review of all 
hospital and medical records and other community sources. From this informa- 
tion, symptoms of psychiatric illness throughout the person’s lifetime were 
noted and the sample was diagnosed using the same nomenclature used in our 
study. The criterion used by Leighton for those judged as psychiatrically ill 
is expressed in the following quotation: ‘‘we could expect fairly general agree- 
ment among psychiatrists that the individuals represented . . . are psychiatric 
cases and that, whether under treatment or not, they need it.’’ The lifetime 
prevalence of psychiatric disturbance in this sample Nova Scotia population 
was 37°. This means that if one were to pick 100 people off the streets of this 
town, one would find that 37 needed psychiatric treatment. It does not mean 
that 37 had treatment. 

We are particularly fortunate in having this study available for comparison 
as it arises from our own area with a population similar in background to 
that of our obese patients. This prevalence of psychiatric disturbance among 
obese patients is practically identical to the prevalence figure derived from 
Leighton’s sample which suggests that the group of obese patients were no 
more grossly psychiatrically disturbed than the general population. It should 
be mentioned, however, that Dr. Leighton’s case-finding techniques were more 
extensive than those used in our study in utilizing information from multiple 
sources, although her criterion for judging psychiatric disturbance was similar 
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to ours. Accurate comparisons between the obese group and the general 
population ideally necessitate use of the same techniques, by the same exam- 
iners. Since this was not possible, Leighton’s epidemiological survey served as 
a convenient substitute, subject to some reservations. 

Among the twenty-seven patients judged as disturbed, there was a con- 
siderable range of diagnoses, including schizophrenic reactions, severe person- 
ality disorders, alcoholism, etc. Nine of the 27 were diagnosed as having neurotic 
depressive reactions which is probably more than one would expect in a 
random group of psychiatrically disturbed patients. 

The group of psychiatrically disturbed obese patients did not differ signi- 
ficantly from the remainder of the group in any of the metabolic parameters 
already listed. 

Aside from identification of actual psychiatric illnesses, we attempted to 
derive general descriptions of each patient’s personality—that is, obvious 
characteristics not representative of disturbance—in an effort to delineate a 
specific personality type associated with obesity as has been suggested in a 
variety of other so-called psychosomatic disorders. No specific personality 
type was found among our obese patients. Dependence was a prominent 
characteristic in 50% of the cases, a finding perhaps of questionable significance 
since our group was predominantly female and in our culture women are 
expected to be somewhat dependent. 

Only one statistically significant correlation could be demonstrated between 
prominent dependency and the eight somatic parameters. The group con- 
sidered by the psychiatrist to be free from prominent dependency had an 
average B.M.R. of plus 5. If one individual is omitted who had a B.M.R. of 
plus 58 (in the absence of an increased serum protein bound-iodine or symptoms 
of hyperthyroidism)—the mean B.M.R. for the group was minus 2. Both of 
these values are significantly higher than the average for the dependent group 
of obese patients—minus 12— and also significantly higher than the mean 
normal B.M.R. for our metabolic ward—minus 10. The interpretation of 
these findings must await further studies of thyroid function. The few observa- 
tions available on the dependent and non-dependent groups will, however, 
be summarized. 

The mean serum cholesterol concentration of four patients free from pro- 
minent dependency was significantly lower than that from five dependent 
patients—i.e. 219 and 283 mg. per cent respectively. These observations 
suggest that the differences in B.M.R. were due to metabolic factors rather 
than differences in emotional tension or systematic errors in performance or 
calculation of the B.M.R. 

The serum protein bound-iodine level of three non-dependent subjects 
ranged from 5.2 to 7.6 micrograms per cent, whereas in two dependent subjects 
the values were 3.8 and 4.4 micrograms per cent. The thyroidal uptake of 
radioactive iodine has been measured in only one dependent subject and gave 
a slightly sub-normal result. These findings are compatible with differences 
of thyroid function in the two groups. 

The pulse rates were almost identical in the dependent and non-dependent 
obese groups and no significant differences in the degree of obesity or body 
water content could be demonstrated. 
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It is of interest that a difference in basal metabolic rate of only 10[% should 
be related to a recognizable personality characteristic. It is not clear which is 
cause and which is effect—or whether both are dependent on an unmeasured 
third factor. It is well known that obvious hyper- and hypothyroidism pro- 
foundly affect the personality. On the other hand, there is evidence that 
chronic anxiety affects both the B.M.R. and the serum P.B.I. There are also 
reports suggesting that the B.M.R. is altered in the presence of abnormal 
depression and in schizophrenia but these changes were not associated with 
evidence of altered thyroid activity. 

Another area of interest was the evaluation of the effect of the patient's 
mood on his eating habits—whether or not his feelings at particular moments 
contributed to when, how much, or what he ate. This information was derived 
both by direct questioning initially and in follow-up interviews where patients 
often reported to their surprise, effects of intercurrent feelings in day-to-day 
experiences of which they had previously been unaware. All but 11 patients 
noted some effect of their moods on food intake but it is important to realize 
that there was considerable variability in responses to different moods. Some 
observant patients noted that when very anxious they ate less, when mildly 
anxious they ate more, when lonely they ate more, when depressed they 
stopped eating, etc. So the group as a whole and individual patients themselves 
did not respond uniformly to emotional stresses but varied their responses 
according to particular feelings. Of importance, though, was the specificity 


of the effects of the various moods in an individual patient, i.e. one patient 


might always stop eating with anxiety and overeat with loneliness, suggesting 
the relationship of the eating behaviour to the particular patient’s personality. 

Because of this extreme variability it is difficult to classify the various moods 
and their effects but for illustrative purposes, two categories of moods were 
considered. In the first category in which feelings of anxiety or depression were 
included, 23 patients ate less and 23 patients ate more when subject to these 
moods. In the second category 27 patients described eating more when they 
were bored or lonely. 

The importance of this area of investigation lies in the realization that there 
can be no generalization that obese patients respond to stress by overeating. 
Rather, in correlating metabolic changes with emotional factors one would 
have to take careful cognizance of a particular stress operating on a particular 
personality configuration. Since such a high proportion of patients reported 
changing eating responses with different moods, this might prove a fruitful 
area for further interdisciplinary investigation. 

It was not possible to work out correlations between different moods and 
metabolic findings because of the variability of moods in any one patient and 
the necessity of doing the metabolic studies at the time the patient was ex- 
periencing a particular stress or mood. 

Investigators have long been confused in studying obesity because of the 
difficulty in obtaining reliable information about actual food intake. In that 
connection we were interested in assessing our patient’s awareness of the 
amount of food eaten. Of 64 patients who made some estimate of their food 
intake, 46 were certainly aware that they either overate grossly or ate partic- 
ular foods of high caloric value. Only 18 reported that they ate a normal or 
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less than normal diet. There were no significant differences in the metabolic 
indings between those that reported overeating and those that denied excessive 
intake. In following our patients on a reducing diet, it was apparent that 
glaring inconsistencies in reporting intake occurred. In a rather childish way, 
many patients would report one dietary indiscretion to the internist, another 
to the psychiatrist, a third to the dietician, etc., and only by adding up all 
the indiscretions reported to the various members of the team could one reach 
any approximation of the intake. To corroborate these inconsistencies in 
reporting, it is of interest that there was no correlation between the caloric 
value of the diet prescribed and the rate of weight loss during the first six 
weeks on the diet. 


SUMMARY 


The lifetime prevalence of psychiatric disturbance of a degree sufficient to 
need treatment appeared to be no greater among the group of obese patients 
than in a random population sample. 

No specific personality type associated with obesity could be delineated in 
our group, but dependence was a prominent characteristic in 50°¢ of the 
patients. 

While the patients’ moods affected their eating behaviour, there was marked 
variability in responses to different moods in any one patient, depending on 
his personality and overeating was by no means the uniform response to stress. 

Only a small fraction of the patients denied overeating, but among all 
patients inconsistencies in reporting food intake to different observers made 
actual assessment of intake impossible. 

The rate of weight loss bore no relation to the diet prescribed. 

The basal metabolic rate was significantly lower in those individuals classi- 
fied as dependent. There was some evidence that dependency was also related 
to serum cholesterol concentration and preliminary observations suggested 
that these changes might be mediated by small differences in thyroid function. 

No other statistically significant correlations were found between the 
psychiatric observations and the metabolic parameters. This failure to obtain 
correlations might be attributable to the relative superficiality of the interview 
technique and failure to relate the metabolic studies to the emotional state of 
the patient at the time. This emphasizes the necessity for prolonged, intensive, 
closely integrated interdisciplinary observations on individual patients, pre- 
ferably in an in-patient setting where simultaneous emotional and metabolic 
changes might be recorded. 


A Training Program For Sanitary Inspectors 


M. FLATTERY;,' CS.1.(C) 


N April 7, 1945, an ‘Act to provide for the Improvement of the Health 

of the Province’ was given assent by the Legislative Assembly of the 
Province of Manitoba. This, Act cited as ‘‘The Health Services Act’’, provided 
for the establishment of health units throughout the province. This plan 
envisioned fifteen to twenty health units. It was recognized that obtaining a 

full staff in each unit would be a very large task as there was a scarcity of 
fully qualified medical officers, public health nurses and sanitary inspectors. 

In Manitoba, a sanitary inspector is required to hold the Certificate in 
Sanitary Inspection (Canada), (C.S.I.(C)), issued by the Canadian Public 
Health Association. The educational requirement for this certificate is com- 
plete junior matriculation. In view of the broad responsibilities of the inspector 
of today some authorities, and many members of the Canadian Institute of 
Sanitary Inspectors, feel that the basic educational requirement should be 
raised to the equivalent of two years of university study. Over the vears the 
scope of inspectoral duties has been extended considerably and it is felt that 
the basic educational requirement should be that degree of general education 
which will fit the candidate for specialized training. 

If the basic educational requirement were raised there would be need for 
additional specialized training. This would lead to the development of two 
different categories of inspectors, one in a consultant or supervisory class and 
the other doing the actual detail work in the field. 

The type of sanitary inspector required is a man of mature judgement, 
willing to work, with a certain amount of aggressiveness and salesmanship 
and the ability to profit from further training. Where can we find such men? 
Since industrial concerns and commercial firms are taking increasing interest 
in young men living in small towns who have grade twelve education this 
valuable pool for recruiting candidates will probably provide a smaller number 
in future. Many of these young men would be successful at university but 
for financial or other reasons they are unable to attend. A carefully prepared 
course of training in public health at a recognized institution or university 
could be absorbed by these men and their background would assure a common- 
sense approach to the practical problems. In Manitoba, the Department of 


Health and Public Welfare planned its training program with these facts 
in mind. 


Formal Course of Training 


The first formal course of training in Manitoba was provided in 1945 in 
co-operation with the Department of Veterans Affairs. The members of this 


‘Senior Sanitary Inspector, Department of Health and Public Welfare, 320 Sherbrook Street, 
Winnipeg 2, Manitoba. 
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class contributed two thirds of the cost from their re-establishment credits. 
In 1946, the course was financed under similar arrangements. Subsequent 
courses were financially assisted by grants from the National Health Grants 
through the Department of National Health and Welfare. 

In preparing the course of training it was accepted that the trainees had 
no knowledge of the work of a health department and a general outline of 
sanitary science was included. Sanitary science encompasses such diverse 
subjects as epidemiology, engineering, chemistry, bacteriology, physics, 
statistics, and public health law. The “Manual for Sanitary Inspectors” 
published by the Canadian Public Health Association was a valuable guide 
in preparing the course. 

The lecturers were drawn from the bureaus of the Department with the 
Senior Inspector acting as the Instructor. The bureaus most frequently 
enlisted were public health engineering, milk and food control, and preventive 
medical services. Practical training included inspection of food processing 
plants, municipal water and sewage treatment plants, attendance at a training 
course for plumbers, conducting sanitary surveys of villages, and training 
with the city health departments and health units. Each course lasted for 
ten months and the candidates took the examination for the C.S.1.(C) spon- 
sored by the Canadian Public Health Association. 

In 1957 the Manitoba Department of Education was asked to assist in the 
training program. The Department of Education offered the full co-operation 
of its staff and facilities were made available at the Manitoba Technical 
Institute. The Institute was particularly suitable as a training center because 
practical training schools were in session that were of interest to sanitary 
inspectors. These included plumbing apprenticeship training, meat cutting, 
and cooking. The Department of Education provided classroom supervision 
and the Department of Health supervised the training program and field 
experience. The Department of Health, Winnipeg, sponsored six students 
and the provincial department sponsored nine students. Two students were 
accommodated from Nova Scotia. The ten month course started February 1, 
1958 and the examinations were held in November, 1958. Our needs for 
sanitary inspectors do not warrant the holding of the training school annually 
but the success of this school indicates the future pattern for training new 
staff and the possible enrolment of candidates from other provinces. 

The Department now has a well-trained staff of 34 sanitary inspectors, 
26 of whom are employed in local health units. We feel the basic training 
has been sound and that the knowledge imparted has been absorbed, however, 
the range of the sanitary inspector’s duties is so wide that a continuous 
training program is essential. 

The sanitary inspector of former years worked within a prescribed field the 
boundaries of which were usually defined in a local by-law or provincial 
statute. The sampling of well water, checking milk vendors, inspection of 
lanes, privies, lodging houses, etc., all came under the heading of general 
sanitary duties. 

Due to the extraordinary technological advances of recent vears, the 
inspector's activities have changed considerably. The raw milk vendor has 
disappeared and the huge milk processing plant has taken over the handling 





458 CANADIAN JOURNAL OF PUBLIC HEALTH Vol. 51 


of milk products. Modern machinery requires advanced technical knowledge 
to check its efficiency. The list of new chemicals for insect and rodent control 
is continually growing longer. Many of these chemicals are specific in action, 
some are extremely toxic and special precautions are necessary to safeguard 
the health and safety of the public. New products and new packaging methods 
are evident in the food industries. The eviscerated poultry plant and the 
frozen food locker plant are becoming more important. New products 

chipped potatoes, quick-frozen vegetables, fruits, meats, desserts and so-called 
complete dinners—challenge the technical ability of the sanitary inspector. New 


designs of glasswashers, dishwashers, and food processing equipment are pro- 


duced in an apparently endless stream. In today’s health departments, the 
activities of other bureaus have their impact upon the work of the sanitary 
inspector. Stream pollution, industrial hygiene, effects of radiation fall-out, 
air pollution, are all matters of increasing concern in an expanding industrial 
community. Sampling, inspection, observation, and reporting are of little value 
to the consultant or specialist unless the field staff has an understanding of 
the principles involved. 

It was recognized in this department that if we wished to maintain the 
efficiency of the sanitary inspectors at peak level it would be necessary to 
provide a sound in-service training program. It was natural that we should 
turn to the University of Manitoba for assistance. 

The Department of Adult Education and University Extension readily 
agreed to place the facilities of the University at our disposal and members 
of the staff offered their services. 

Arranging the course presented some problems. The majority of the field 
staff was located in small towns throughout the province, some a considerable 
distance from Winnipeg. It was felt that the men should not absent them- 
selves from the health units during the summer months (usually their busy 
season) the University staff was busiest during the winter months, the cost 
of transportation, hotel accommodation, meals, etc. for 30 inspectors was 
considerable. It was agreed that the month of March was the most suitable 
time and that the course should last one week. We are indeed very grateful 
to the Department of National Health and Welfare and in particular to the 
late Dr. F. W. Jackson who came to our assistance. Aid was provided from 
the National Health Grants. 


In-Service Training Course 

In March, 1951, the first of the Annual Institutes was held at the University 
of Manitoba. This dealt with the public health aspects of milk and food 
control and was integrated closely with the everyday activities of the sanitary 
inspector. The theme of the 1952 Institute was ‘‘Water Supplies and Sewage 
Treatment’. The third Institute dealt with ‘General Sanitation’. Comments 
from the field staff and others attending the courses indicated that the general- 
ized program had the greater appeal. Consequently, when developing the 
program every effort is made to include varied and topical subjects to suit 
the greatest number. The program for the tenth Institute, for example, 
covered metropolitan planning, education, water, attitudes, agriculture, 
radiation, meat, poultry, fish and included group discussions. 
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Although arranged primarily as an institute for sanitary inspectors, the 
programs have attracted others who are interested in environmental sanita- 
tion. This is indicated by the registration which has grown from 25 in 1951 
to 79 in 1960 with a total registration over this period of 610. Of the 78 
registrants at the tenth Institute, our provincial staff accounted for 35, the 
City of Winnipeg arranged for 25 to attend and the remainder were public 
health engineers, food and drug inspectors and out-of-province visitors. 

Our association with the University has been particularly happy. The 
cheerful co-operation extended by the members of the faculty and the excellent 
facilities provided for our use have contributed substantially to the success 
of the courses. 

The Annual Institutes furnish a setting where the sanitary inspectors can 
meet fellow workers, discuss problems that have arisen during the year, and 
build morale. The public also gains from the improved technical ability of 
the staff which serves them. 


SUMMARY 


A formal course of training extending over 10 months is provided by the 
Manitoba Department of Health and Public Welfare at intervals as the need 
for new sanitary inspectors demands. The course is conducted with the 
co-operation of the Provincial Department of Education. 

In-service training for sanitary inspectors is also provided. An institute of 
one week's duration is held annually in March with the co-operation of the 
staff of the University of Manitoba. Seventy-eight persons attended the 
tenth institute held last March. 
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THE FUNCTIONING OF THE CONSULTANT ADVISORY 
SERVICE OF THE ASSOCIATION 


HE Consultant Advisory Service of the Association is now a reality. After 

several vears of study plans have been implemented and the Association is 
ready to provide the service to provincial and local health departments. Dr. 
E. J. Young, D.P.H., Executive Director of the Association, is prepared to 
receive requests. 

In inaugurating this important work, the Association desires to supplement 
and not to duplicate in any way the consultant services rendered by the 
federal and provincial departments or by national voluntary agencies con- 
cerned with special fields. From time to time there arise needs for advice and 
expression of opinions based on expert knowledge that may be best provided 
by a consultant through a non-official body. The Canadian Public Health 
Association is a most suitable national organization to provide this service. 

The Executive Director, in his study of any requests, will first assure himself 
that the service requested is one that falls within the field of this service. He 
must also decide whether the Association can make a helpful contribution. If 
the findings warrant the participation of the Association, the Executive 
Director will make a report naming an expert consultant or consultants, 
outlining the study, and estimating its costs. The charges made by the Associa- 
tion will consist of the honorarium and expenses of the consultant and other 
expenses incidental to the study. The services of the Executive Director, 
normally, will be furnished by the Association without charge. 

This plan is a truly co-operative undertaking. The provincial departments 


of health, recognizing the place for these services, have joined in assisting the 


Association financially. The Association, in turn, has undertaken to meet the 
balance of the financial obligations. The expert consultants will be chiefly 
retired Canadian leaders in the various fields of public health. It is expected 
also that senior members of university public health departments may be 
available during summer vacations. Further, it is hoped that to meet occasional 
special needs, official health agencies will permit senior members to participate. 
There are in Canada a number of persons in public health administration who 
have recently retired from their official responsibilities and who are available 
to conduct studies and surveys. These officers bring a wealth of experience and 
are available in all fields of public health. The plan has been endorsed by 
federal and provincial departments of health and has received financial support 
from these official agencies through the National Health Grants Program. 
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This undertaking places upon the Canadian Public Health Association respon- 
sibility for the successful development of the program with its attendant 
financial obligations. The Association is most fortunate in having as Executive 
Director, Dr. E. J. Young, formerly Chief of the Division of Emergency 
Health Services, Department of National Health and Welfare. Dr. Young 
brings to his position an intimate knowledge of the problems of public health 
in all the provinces and is well known to public health leaders throughout 
Canada. 

The success of the plan will depend upon the continued co-operation of all 
concerned and the exercise of sound judgement on the part of the Association 
and its officers. The utilization of the service will take time in developing. 
Experience alone will reveal its value. Results must not be judged hastily and 
the Association must be prepared to develop the service over a period of vears. 


SYDNEY STEWART MURRAY, M.D., D.P.H. 
1900-1960 


N the death of Dr. Stewart Murray on September 23, public health in 

Canada lost one of its outstanding leaders. As an administrator of public 
health and as an organizer of new, effective services, Dr. Murray had special 
opportunities in the development of the Metropolitan Health Committee of 
Greater Vancouver. Possessing unlimited enthusiasm and ability to discern 
true values, Dr. Murray provided the leadership which has placed the depart- 
ment among the foremost health departments on this continent. 

Dr. Stewart Murray was born in Dundas, Ontario in 1900. He graduated in 
medicine from the University of Toronto in 1926 and following postgraduate 
training in diseases of children he established practice in Vancouver in 1930 
as a specialist in children’s diseases. In 1933, he undertook postgraduate study 
in public health, receiving the Diploma in Public Health in 1934. Following 
this he continued his studies in psychiatry and mental health, being attached 
to the provincial mental hospital at Essondale, British Columbia. On the 
formation of the Metropolitan Health Committee of Greater Vancouver in 
1936 he was appointed full-time Assistant Senior Medical Health Officer and 
succeeded the late Dr. J. W. McIntosh on his retirement in 1938. 

As President of the Canadian Public Health Association in 1958 he gave 
important leadership in developing the Association’s new enlarged program. 
The position which he held on this continent was evidenced by the large part 
he played in the work of the Western Branch of the American Public Health 
Association and it was indeed pleasing that the Western Branch held its 
annual meeting in Vancouver with the Canadian Public Health Association 
during his presidency. 

Dr. Murray was always unselfish, giving generously of his time to the work 
of various voluntary health agencies, both national and local. Dr. Murray 
will be greatly missed not only in his official capacity as Medical Officer of 
Health but by all the citizens of Metropolitan Vancouver. 





School Health 


SCHOOL HEALTH ATTENDANTS’ 


B. RUSSELL,’ M.B., D.P.H. 


HE Department of Health of North 

York, Ontario, provides a_ public 
health nurse at each collegiate five morn- 
ings a week to conduct a well rounded 
health programme. During 1958 the North 
York Board of Education asked for the 
services of a nurse during the afternoon also 
to deal with students wishing to go home 
because of illness or requesting first aid. 
The Department of Hea!th considered that 
the public health nurse serving in the 
morning could complete satisfactorily the 
type and amount of work desired of her, 
and, asa result, the Department of Educa- 
tion decided to make its own provision. It 
was agreed that a qualified nurse was not 
necessary and that a motherly type of 
woman with a good knowledge of first aid 
would be adequate. 

It was decided to initiate a pilot project 
in one collegiate. This new person was to be 
entitled ‘“‘school matron’’ and she was to 
be on duty in the health room each school 
day from 9.00 a.m. to 4.00 p.m. Her dress 
would be a laboratory coat or a wrap- 
around gown. Her duties were to render 
first aid and assistance to any student 
suffering injury or illness when the public 
health nurse was absent and to assist the 
school authority when the public health 
nurse was not on duty in cases of students 
wishing to be excused from school for 
illness. She would also accompany students 
who were ill to their homes or to the doctor 
if requested by the principal or public 
health nurse, perform such duties as the 
doctor or public health nurse might assign, 
and assist the public health nurse in the 
maintenance of health records. In addition, 
she would report to the principal any con- 
ditions in the girls’ locker room, showers, 
and washrooms which were not hygienic or 


1Presented at the annual meeting, Ontario 
Public Health Association, September 28-30, 
1959, Toronto, Ont. 

2Assistant Medical Officer of Health, De- 
partment of Health, Township of North York, 
Ont. 


which were not conducive to healthful 
practices. The school matron would not 
do any home visiting. 

No one thought that the position should 
be filled by a registered nurse but when the 
position was advertised half of the appli- 
cants were registered nurses. It appeared 
that they were attracted by the daily 
working hours and long vacations which 
fitted well into the general pattern of family 
life, particularly if there were children of 
school age at home. The most suitable 
applicant was a registered nurse. Her duties 
were carefully explained and she was 
appointed on the understanding that this 
was a trial scheme only. 

The scheme worked well. The school 
matron attended to first aid and minor 
illnesses in the mornings, consulting the 
public health nurse about more serious 
cases only. This left the public health 
nurse relatively free from interruptions. In 
the afternoon the school matron inter- 
viewed those coming to the health room 
and either dealt with them immediately, 
or if it was a public health problem, brought 
them back to see the school nurse the 
following morning. She also assisted the 
school nurse in vision testing and prepara- 
tion for physicals, the help being mostly of 
a clerical nature. 

It is interesting to look at this school for 2 
monthly periods before and after the school 
matron was appointed. The attendance at 
the health room mornings of November 
1957 prior to the appointment of the school 
matron was 104, and mornings of November 
1958, 132. The increase was in keeping 
with the increase of school population from 
1,052 in 1957 to 1,239 in 1958. During the 
afternoons of November 1958 when the 
school matron was on duty alone, 121 
pupils attended compared with 104 attend- 
ing in the morning. This means that the 
total attendance for the month rose from 
104 in 1957 to 253 in 1958. The increase 
was in direct proportion to the rise in school 
population and to the number of hours 
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that someone was on duty in the health 
room. To see how necessary it was to have 
someone on duty in the afternoons the 
reasons of the 121 students coming to the 
health room were studied. Of these students 
three came for menstrual cramps, 18 for 
nausea or vomiting, 5 for colds, 5 for sore 
throats, 28 for headaches, 23 for first aid 
and 30 for miscellaneous reasons. It should 
be added that many of these illnesses were 
of a very minor nature. 


School Health Attendants 

As a result of the trial the Board of 
Education decided in June 1958 to employ 
a school matron for each of the other four 
collegiates and also for the four junior high 
schools to be opened in September. When 
the Board of Education filled the eight new 
positions, registered nurses were appointed 
who had applied following the advertise- 
ment for the position of school health 
attendant. Duties were carefully explained 
to each one by the assistant nursing super- 
visor and it was emphasized that she was 
not being employed as a nurse but as a 
school health attendant. The uniform was 
not that of a nurse. 


Present Functioning 

In the collegiates the school health 
attendant is on duty for the school day, 
9.00 a.m. until 4.00 p.m. while the public 
health nurse is in the school five days each 
week from 9.00 until noon. In the junior 
high schools the public health nurse is in 
the school three mornings each week from 
9.00 a.m. until noon and the school health 
attendant from 9.00 a.m. until 4.00 p.m. 
daily. No definite pattern has been estab- 
lished as to who is consulted by a student 
coming to the health room, usually who- 
ever is free. This permits the public health 
nurse freedom to do her regular work. It is 
important that students who come to the 
health room frequently or who will ulti- 
mately require a home visit be referred to 
the public health nurse from the start. This 
is not the type of work for which the school 
health attendant is employed. Generally, 
a student coming to the health room in 
the afternoon with a public health problem 
should be brought back to see the school 
nurse at her next visit to the school. The 
problem should not be dealt with by the 
school health attendant. We are not com- 
pletely sure that this policy is always 
carried out. 


SCHOOL HEALTH ATTENDANTS 
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In each school a day book is kept record- 
ing the name and grade of each student 
seen, time and reason, who saw him and 
what was done for him. In some schools 
separate books are used by the school nurse 
and the school health attendant and in 
other schools the same book is used. In 
seven of the nine schools the school health 
attendant reports to the school nurse every- 
thing that happens in her absence. In the 
other two schools this is not done so that 
the school nurse may not have a complete 
and accurate picture of the overall health 
room activities. In only four of the schools 
has the public health nurse been definitely 
placed in charge of the health room by the 
principal. One, of course, must remember 
that while the public health nurse is re- 
sponsible to the medical officer of health, 
the school health attendant is responsible 
to the principal. This could make a prin- 
cipal keener to discuss students and to deal 
directly with the school health attendant. 
We have not found this happening as a 
general rule. 

The school health attendant’s uniform 
is a laboratory coat or a wrap-around 
gown. Some confusion did arise in regard 
to the policy but was cleared. The relative 
positions of the two persons working in the 
health room had to be made clearly under- 
stood. In the four junior high schools, the 
school health attendant was regarded as 
the school nurse and a member of the 
school staff, the public health nurse being 
a relative outsider. In the five collegiates 
the public health nurse was regarded as 
the school nurse. It is felt that this was due 
to a combination of two factors. The first 
was that the school health attendant spent 
much more time in the schools, especially 
in the case of the junior highs, and secondly, 
when the school attendant went to the 
collegiates, there had been a public health 
nurse there for a considerable time and 
she was known to the students; this was 
not the case in the junior high schools as 
both the school nurse and the health 
attendant arrived more or less together 
when the school opened. This unsatis- 
factory situation has been remedied in part 
by arranging that at the beginning of each 
school year the public health nurse will be 
invited to a staff conference at the school, 
introduced to new teachers and given a 
chance to explain her programme. 

One of our concerns about the appoint- 
ment of school health attendants was the 
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possibility that there would be a sharp rise 
in the number of students making un- 
necessary visits to the health room for 
trivial reasons. It is obvious that someone 
being on duty for a longer period each day 
would result in an increased attendance. 
For this reason it is interesting to compare 
the attendance prior to and after the 
appointment of the school health attendant. 
In expressing the attendance as a rate per 
thousand pupils per month, the figure for 
November 1957 was 72 and for 1958, 93, 
indicating an increased attendance at the 
health room. The comparison of the morn- 
ing attendance figures for 1957 against the 
morning and afternoon attendance figures 
for November 1958 being expressed as an 
attendance rate per thousand student hours 
during which someone was on duty in the 
health room, a rate of 1.1 for November 
1957 and 1.3 for November 1958. These 
data indicate a definitely increased attend- 
ance of students at the health room. It 
would seem that the appointment of school 
health attendants was associated with the 
increase. 

The reasons given by the 790 pupils 
attending the health room last November 
may be grouped as follows: 85 came 
because of menstrual cramps, 113 because 
of nausea and vomiting, 73 colds or sore 
throats, 149 headaches, 153 first aid, 52 
came requesting dressings changed and 
164 came for miscellaneous reasons includ- 
ing toothaches, vision tests and even re- 
quests for tissue handkerchiefs or safety 
pins. Many of the conditions complained 
of were extremely mild, and in others no 
evidence of illness could be found. Some of 
the students were obviously ill and their 
parents had sent them to school to see the 
nurse. Some came to have dressings put 
on injuries which they had received the 
previous day outside of school hours. These 
would hardly seem to be the purposes for 
which a public health nurse or a school 
health attendant should be in the health 
room. In junior high schools no comparison 
of attendance figures can be made as the 
school health attendants served from the 
commencement of the schools. The same 
general pattern of students coming to the 
health room exists in both types of schools. 

Finally, I would like to make some 
suggestions which should be considered by 
any health department faced with its board 
of education employing school health 
attendants. The early co-operation of the 
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principals and teachers should be secured. 
They must understand the health depart- 
ment programme and know the relative 
duties of the public health nurse and the 
school health attendant, because otherwise 
the time may come when the public health 
nurse employed by the health department 
will no longer be working in the schools. 
This would be a step backwards. The school 
health attendant should have her duties 
explained to her by the principal and public 
health nurse together. As she is responsible 
to the principal his instructions will carry 
more weight than those of the public health 
nurse. The board of education should 
supply suitable uniforms for the attendants 
and insist they be worn. Registered nurses’ 
uniforms should not be allowed. To avoid 
confusion in the eyes of the students the 
name of the public health nurse and the 
health attendant should be placed in the 
following manner: School Nurse, or Public 
Healih Nurse, followed by the name of the 
public health nurse and below this School 
Health Attendant, followed by her name. 
The health attendant should report to the 
public health nurse everything that happens 
in her absence. She should not deal with 
students coming with a public health 
problem, but should have them return when 
the public health nurse is on duty. 


CONCLUSIONS 

(1) School health attendants with nurs- 
ing qualifications, employed by the Board 
of Education undoubtedly save other mem- 
bers of the school staff some amount of 
extra work and disturbance; they do, 
however, lead toa very undesirable increase 
in the tendency for pupils to come to the 
Health Room for trivial reasons. 

(2) The nursing qualifications of the 
school health attendants were of doubtful 
necessity for treating injuries occurring in 
schools; most injuries were either so minor 
they could be treated by anyone with a 
knowledge of first aid or were so serious as 
to require the attention of a doctor. 

(3) Two people working together in a 
Health Room when they are employed by, 
and are responsible to, different authorities, 
could lead to undesirable situations. 

(4) Some frustration developed among 
the public health nurses concerned due to 
the divided authority in the Health Room 
and the fact that they no longer had an 
intimate knowledge of all Health Room 
activities. 
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Annual Meeting, Regina, June 6-8, 
1961 

Plans for the meeting are well advanced. 
The General Committee consists of Dr. F. 
Burns Roth, Chairman; Dr. H. E. Robert- 
son, Vice-chairman; E. L. Abbott, Secre- 
tary; and the following chairmen of 
committees: Dr. M. S. Acker, program; 
Mr. C. P. Feader, finance; Mr. R. S. Ellis, 
exhibits; Mr. E. D. Donaldson, registra- 
tion; Miss Louise Miner, social activities; 
Mr. Christian Smith, publicity; and Mr. 
William W. M. Kempa, housing. Dr. 
Alexander Robertson, University of Sas- 
katchewan, Saskatoon, represents the 
northern part of the province on the com- 
mittee. The exhibits committee prepared 
and sent an attractive prospectus to all 
prospective exhibitors early in September. 
Dr. Acker and his program committee are 
providing three panel discussions on sub- 
jects of very special interest. Section 
chairmen and secretaries have been asked 
to submit their proposed programs as soon 
possible. The social committee is 
planning an enjoyable program for the 
lighter side of the annual meeting. 


as 


Alberta Division 

There was a record attendance of over 
160 for the annual convention of the 
Alberta Division, which was held at the 
Corona Hotel, Edmonton, September 7-9, 
1960, under the presidency of Miss Molly 


News 


Federal 

Leave of absence for Dr. Bertrand Primeau, 
Chief of the Division of Medical Rehabilita- 
tion and Disability Advisory Service, Depart- 
ment of National Health and Welfare, has 
been further extended by his Department to 
allow him to continue his work in Morocco. 
Since May, Dr. Primeau has been Chief 
Delegate of the League of Red Cross Societies 
and of the World Health Organization, and 
Medical Liaison Officer to the Moroccan 
Government, in charge of the rehabilitation 
of approximately ten thousand persons who 
became paralyzed after the use of adulterated 
cooking oil. Dr. Primeau will remain in 
Morocco until January. 


Policha. The Division was unexpectedly 
honoured by the presence of Dr. F. B. 
Roth, Deputy Minister of Health for 
Saskatchewan and the C.P.H.A. President, 
who addressed the assembly at its opening 
session. Other guest speakers included Dr. 
J. C. Wilt, Professor of Bacteriology and 
Immunology at the University of Manitoba, 
Dr. L. H. Cragg, Vice-President of the 
University of Alberta, and Dr. J. R. Vant, 
Professor of Obstetrics at the University 
of Alberta. 

It was decided that next year’s con- 
vention would be held in Calgary during 
Easter week. The following were elected 
as officers of the Division for 1960-61: Mr. 
E. J. Kibblewhite as President, Dr. H. M. 
Brown as Vice-President, Miss Margaret 
Campbell as Secretary, Mr. J. Hoskins as 
Treasurer, Dr. E. M. Rowland as Chair- 
man of the Medical Officers’ Section, Dr. 
W. A. Zacherl as Chairman of the Dental 
Officers’ Section, Mrs. Gwen Law as 
Chairman of the Nurses’ Section, Mr. J. 
Hehr as Chairman of the Sanitary In- 
Section and Miss Elizabeth 
Stucker as Chairman of the Membership 
Committee. The appointment of a Chair- 
man for the Occupational Health Workers’ 
Section was deferred. Dr. E. S. Orford 
Smith was nominated as the Division's 
representative on the Editorial Advisory 
Board of the Canadian Journal of Public 
Health. 


spectors’ 


Notes 


Dr. A. C. Hardman, formerly Director of 
Studies and Acting Commandant of the 
Canadian Forces Medical Training Centre at 
Camp Borden, has succeeded Col. E. J. 
Young as Chief of the Emergency Health 
Services Division of the Department of 
National Health and Welfare. 


Dr. G. E. Fryer and Dr. F. C. Pace of the 
Emergency Health Services Division were 
selected by the Medical Health Committee 
of the United States Civil Defence Council 
for a citation for “their outstanding contri- 
bution to the non-military defence effort of 
the Dominion of Canada extending over many 
years”. This special citation was presented 


465 





466 


to them during the ninth conference of the 
United States Civil Defence Council at 
Minneapolis on September 22. 


The 1960 meeting of the federal-provincial 
health education conference has been post- 
poned until 1961. 


Among: the Emergency Health Services 
courses recently held at the Canadian Civil 
Defence College, Arnprior, Ontario, were 
included the veterinarians’ course, September 
19-23; nurses’ and nurse educators’ course, 
October 17-21; and doctors’ and dentists’ 
course, November 14-18. About 60 members 
were enrolled in each of these courses. 


The third annual meeting of the Maternal 
and Child Health Advisory Committee was 
held at Ottawa on October 11 and 12 under 
the auspices of the Child and Maternal 
Health Division. 


Dr. Morgan Martin was appointed Chief 
of the Mental Health Division and assumed 
his duties on September 30. Dr. Martin, a 
graduate of Queen’s University, served in the 
R.C.A.M.C. from 1943 to 1946 and subse- 
quently was a member of the staff of Sas- 
katchewan’s mental hospital service. He 
recently completed a course in administration 
and community psychiatry at Columbia 
University. 


Dr. O. Hoffman, Chief of the Blindness 


received the honour of 
membership in the Canadian 
Ophthalmological Society at the meeting of 
the Society at Banff, Alberta, in June of this 
year. 


Control Division, 


associate 


The Department of National Health and 
Welfare issued 125 publications in the fiscal 
vear 1958-59. Highest in circulation and cost 
was the Health and Welfare Magazine, aimed 
at physicians and educators. The cost was 
$25,670, with a circulation of 730,500. The 
next most popular item was the ‘‘Canadian 
Mother and Child,’’ 138,000 copies distri- 
buted at a cost of $23,000. A publication 
called ‘‘Adolescents”’ went to 172,000 parents 
and teachers at a cost of $7,000. 


British Columbia 

A short course for waterworks operators 
was held at Vancouver early in September, 
through the facilities of the 
Department of the University of British 
Columbia. Sponsored by the Provincial 
Health Branch, the program also received a 
National Health Grant to meet travelling 
and other expenses. The class was limited to 
50 members, and those attending were for 
the most part operators at waterworks of 
small centers where professional guidance is 
not readily available. The panel of lecturers, 
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organized by the Lower Mainland Water- 
works Supervisors’ Association, included 
members of the University faculty, public 
health engineers of the federal and provincial 
governments and leading waterworks authori- 
ties from the Greater Vancouver area. 


The community of Sooke, at the south- 
western tip of Vancouver Island, is now 
served by a newly opened branch office of 
the Saanich and South Vancouver Island 
Health Unit. Miss Ruth Grose is the resident 
public health nurse. 


Miss Pauline Siddons, senior nurse at the 
Saanich and South Vancouver Island Health 
Unit, has been appointed supervisor of the 
East Kootenay Health Unit at Cranbrook. 


Miss Eleanor Bradshaw, until recently 
acting supervisor of the Cariboo Health Unit, 
has been appointed to the senior nurse position 
in the Saanich and South Vancouver Island 
Health Unit. 


Following his return from an extensive tour 
of rehabilitation facilities in the United King- 
dom and Denmark, Dr. C. L. Hunt has been 
appointed Provincial Medical Consultant for 
Rehabilitation and Chronic Care. With his 
office in the Provincial Health Building in 
Vancouver, Dr. Hunt's new duties are at the 
organizational and broad consultative-medical 
level. He has the overall responsibility for 
co-ordinating the activities of the Rehabilita- 
tion Service and a projected Adult Registry. 
Using these services, together with local 
health services and the Mental Health Ser- 
vices, it is expected that Dr. Hunt’s appoint- 
ment will result in a and effective 
integration of all agencies and personnel 
involved in rehabilitation and chronic care 
activities. 


close 


Alberta 

Dr. A. C. McGugan, Superintendent of the 
University of Alberta Hospital for the last 
18 years retired in October. Dr. McGugan 
graduated from the University of Alberta in 
1929 and obtained his D.P.H. from the 
University of Toronto in 1935. Prior to his 
present appointment he served for twelve 
years with the Provincial Department of 
Public Health, including four years in the 
dual capacity of Medical Inspector of 
Hospitals and Assistant Deputy Minister of 
Health. Dr. McGugan was at one 
President of the Alberta Public Health 
Association, and has served two terms as 
President of the Associated Hospitals of 
Alberta and for two years as President of the 
Canadian Hospital Association; he has also 
served for three years as a member of the 
Board of Governors and Senate of the 
University of Alberta, and for six years as 


time 
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the Alberta representative to the House of 


Delegates of the American Hospital Associa- 
tion. 


Dr. V. E. Potter, a graduate of McGill 
University, has been appointed to succeed 
Dr. H. L. Murray as Dental Officer of the 
Sturgeon Health Unit. His former position 
as Dental Officer of the Wetoka Health Unit 
has been filled by Dr. C. J. Yaskowich, who 
is a graduate of the University of Alberta. 


Dr. E. S. Engen has resigned his position 
as Medical Officer of Health with the Vegre- 
ville Health Unit to enter general practice in 
Saskatchewan. 


Dr. J. B. Wallace of Wainwright has been 
appointed director of the Hospital Division 
of the Department of Health and Dr. J. C. P. 
Wood of High Prairie has become director of 
Emergency Medical Care Services and a 
member of the staff of the Division of Treat- 
ment Services of the Department of Health. 


Ontario 
Professor Helen Carpenter, School of 
Nursing, University of Toronto, was elected 
President of the Canadian Nurses’ Association 
for a term of two years at 


meeting in Halifax last June. 


their annual 


Professor J. E. F. Hastings, Department 
of Public Health, School of Hygiene, Univer- 
sity of Toronto, has been appointed consul- 
tant to the organizing committee for Toronto's 
projected Labor Health Center. The center, 
sponsored by the Toronto District Labor 
Council, would provide prepaid medical ser- 
vice for unionists of the Toronto area. Toronto 
area unions have contributed $12,000 toward 
a preliminary one-year study of all the rami- 


Dr. A. F. 
Dr. A. 


F. Chaisson, aged 57, 
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fications involved in establishing a health 
clinic offering preventive medicine 
comprehensive medical service. 


and 


Nova Scotia 

The following nurses have been granted 
Federal Health Grant Bursaries to attend the 
School of Nursing at Dalhousie University 
for Public Health Nursing: Ruby Allen, New 
Annan; Dorothy Colp, Annapolis Royal; 
Loretta Madden, Stellarton; Reta Crocker, 
Halifax; Margaret Fenwick, Cambridge, 
Kings Co.; Lily Harris, New Glasgow; 
Frances LeBrun, Arichat; Mary Logan, 
Westphal; Jessie MacLeod, Mulgrave; Minnie 
MacNabb, Tatamagouche; Kathleen Smith, 
Dartmouth; Joyce Starratt, Halifax. 


Miss Lois Robertson has been granted a 
bursary to attend the University of Toronto 
in order to take the advanced course 
Public Health Nursing and Administration. 


in 


Miss Elizabeth MacKinnon has joined the 
Halifax Department of Health staff. Miss 
MacKinnon is a native of Bridgewater and 
has just returned from the University of 
Michigan at Ann Arbor where she received 
the M.P.H. degree majoring in nutrition. 


New Brunswick 

Miss Florence Swan, Senior Nutritionist 
with the Maternal and Child Health Division, 
attended the Fifth International Congress on 
Nutrition held in Washington, D.C., Sep- 
tember 1-7. Following this meeting she par- 
ticipated in a_ conference Nutrition 
Education of the Public, held in Toronto and 
sponsored by the School of Hygiene, Univer- 
sity of Toronto, and the Nutrition Foundation 
Inc. 


on 


CHAISSON, D.P.H. 


Director of the Communicable Disease Control 


Division of the New Brunswick Department of Health and Social Services, died 
suddenly on September 9 in Fredericton. Dr. Chaisson was a native of Saint John 
and was educated at St. Francis Xavier, Harvard, Toronto and McGill Univer- 
sities. After a year as intern at the Royal Victoria Hospital in Montreal, he joined 
the staff of the Provincial Hospital in what is now Lancaster, N.B., in 1939. 
During the Second World War he served as a medical corps major from 1942 to 


1946. 


Later, Dr. Chaisson served as District Medical Health Officer at Saint John and 
for the Counties of Victoria, Carleton, York and Sunbury in New Brunswick. 

A member of the Canadian Physiological Society for Research, Dr. Chaisson 
had done considerable research work and was the author of a number of publica- 


tions in his special fields. 


During postgraduate study at Harvard he did clinical work at the Fernald State 
School for the Mentally Deficient at Waverly, Mass., which included mental 
testing and examination, social problems of feeble-mindedness, institutional care 
and management and education of the feeble-minded. 





Books and Reports 


ANNUAL EPIDEMIOLOGICAL AND 
VITAL STATISTICS, 1956. World 
Health Organization, Geneva, 1959, 705 
pages, Sw. Fr. 36.—, $3 or $12.00. Bilingual 
edition (French and English). 


The ninth annual statistical report to be 
published by the World Health Organiza- 
tion sets out in some 700 pages the demo- 
graphic and health conditions of the 
countries of the world. It is a monumental 
work. 

This annual report contains a 
number of innovations; statistics of causes 
of death have been expanded in the first 
part; seasonal statistics of notifiable com- 
municable diseases are given, with the 
distribution by sex and by age for certain 
of these diseases, and the section on 
statistics of health personnel, hospital 
establishments and vaccinations has been 
rearranged and extended. Statistics on 
vaccinations cover six major communicable 
diseases. 


new 


RESUSCITATION OF THE UNCON- 
SCIOUS VICTIM, A Manual for 
Rescue Breathing. Peter Safar, M.D. 
and Martin C. McMahon. Illustrations by 
Colin E. Thompson, Jr., Ryerson Press, 
Toronto. 1959, 79 pp., $2.00. 


This manual on resuscitation is written 
especially for those actively concerned 
with the application and teaching of first 
aid. Techniques described are limited to 
“setting lifesaving air into unconscious 
persons whose air passages are obstructed 
or who have stopped breathing’. Most of 
the recommendations are based on the 
authors’ experience with actual resuscita- 
tions, and on research conducted at the 
Baltimore City Hospitals, Department of 
Anesthesiology. There are fifteen drawings 
which illustrate the procedure. It is a 
practical pocket-size book which should 
have the widest possible distribution. 


ALCOHOLISM, An Interdisciplinary 
Approach, Edited by David J. Pittman, 
Ph.D., Ryerson Press, Toronto, 1959, 96 
pages, $4.00. 


This volume is an outgrowth of the first 
annual conference on community mental 
health sponsored by the Social Science 
Institute, Washington University, St. 
Louis. The first section contains five 
original papers dealing with the etiology 
of alcoholism, including the areas of 
physiology, psychology, psychiatry, and 
sociology. The second section includes five 
papers on the next steps in research in 
alcoholism. The papers are designed to 
suggest new departures for research in the 
areas of interdisciplinary communication, 
animal behavior, psychology, and medical 
sociology. This small volume presents a 
current summary of the status of research 
in alcoholism from the perspectives of 
psychology, psychiatry, sociology, and 
physiology. 


CONTROL OF COMMUNICABLE 
DISEASES IN MAN, Ninth Edition 
1960. An Official Report of the American 
Public Health Association, 1790 Broad- 
way, New York 19, N.Y. 284 pp., 
pocket size, 5'’X8", $1.00 paper cover, 

$2.50 cloth cover. 


One of the most valuable contributions 
of the American Public Health Association 
over the past 40 years has been the pub- 
lication of this volume, now in its ninth 
edition. It is a world-wide contribution for 
translations are being made in nine other 
languages. A total of 111 diseases are dis- 
cussed. As in previous editions, each 
disease is treated as to identification, 
occurrence, infectious agent, reservoir and 
source of infection, mode of transmission, 
incubation period, period of communic- 
ability, susceptibility and resistance, me- 
thods of control. This volume has a 
place in every health department and in 
the personal libraries of those concerned 
with the control of communicable diseases 
in man. 
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